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I wave already* dealt with the author and the editions of the 
remarkable book known as the Byrth of Mankynde; and I now intend 
to complete the consideration of the subject by discussing the 
contents of the work and the light thus thrown upon sixteenth 
century midwifery. Before I do so, however, let me remind the 
reader that Raynalde’s Byrth of Mankynde is really a composite 
work, for it contains an English translation (by Richard Jonas) of 
Résslin’s De Partu Hominis, along with new matter added by Thomas 
Raynalde. It has, therefore, three component parts: Résslin’s 
De Partu Hominis as translated by Jonas, his additions thereto, 
and those which came from the pen of Raynalde. In such a 
late edition as that of 1654, a fourth element is found in the 
supplementary matter added by a seventeenth century editor whose 
name we do not know; but it is small in amount, consisting chiefly 
of directions for the nursing of children, and no further reference 
will be made to it. 

For purposes of description I might have taken any one of the 
first four Raynalde editions (those of 1545, 1552, 1560 and 1565), 
for it is probable that they all appeared during the lifetime of 
Raynalde;t but I have chosen that of 1560, for it represents what 
was practically the final recension of the work, and does not differ 
(save only in spelling and minor details) from so late an edition as 
that of 1654. The quotations which occur throughout this article 


* Journ. of Obstet. and Gynecol. of the Brit. Empire, vol. x., pp. 297—325, 1906. 
+ Raynalde is not likely to have been alive when the 1598 edition appeared. 
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are, therefore, to be regarded as taken from the 1560 edition except 
when it is otherwise stated. At the same time, I shall now and again 
refer to differences existing between the various editions, which may 
appear to have an interest other than the merely typographical 
and orthographical interest; and I shall draw attention to the very 
marked differences which are revealed by a collation of Jonas’s edition 
of 1540 with the editions of Raynalde from 1545 onwards. Further, 
when I reach, in the description, the part of the book which is a 
translation of Résslin’s De Partu Hominis, I shall devote some 
sentences to the consideration of this German obstetrician’s life and 
work. 

The contents of Raynalde’s Byrth of Mankynde, it need hardly be 
said, have a special interest for obstetricians. The book stands, so to 
say, between the old and the new in obstetrics: empiric midwifery 
was, in 1540, beginning to give way before the advance of scientific 
obstetrics, although many years had still to pass before the knowledge 
of the anatomy and physiology of labour and the principles of 
anesthesia and asepsis were to sweep away the practices begotten of 
ignorance and superstition. The year 1550, in which Paré introduced 
podalic version into obstetric practice, has usually been regarded as 
marking the separation between the midwifery of the past and that 
of the present; if this be so, then Raynalde’s Byrth of Mankynde 
appeared at the very time when the great transition from the empiric 
methods of the ancients to the scientific procedures of the moderns 
was being brought about. It cannot fail to be a matter of the most 
intense interest to know what were the practices and principles of 
midwifery in England in the middle of the sixteenth century, and 
we find them both revealed to us in Raynalde’s book. 


Tue PRELIMINARY MatTreR. 


The preliminary matter in a typical Raynalde edition of the 
Byrth of Mankynde (such as that of 1560) consists of the title page, 
the Aristarchus preface, and the table of contents. In the single 
Jonas edition of 1540 are the title page, the religious admonition, 
the dedication to Queen Catherine, the table of contents, and a table 
of weights and measures. 

The 7vtle Page differs little, so far as wording is concerned, in the 
various editions prior to that of 1654. That of the 1560 edition reads 
as follows:—‘ The Byrth of || mankynde, otherwyse na || med the 
womans || Booke. || Newly set foorth, corrected and || augmented : 
whose contentes ye || may reade in the Table of the|| Booke, and 
most playne || ly in the Pro || logue. || By Thomas Raynalde || Physi- 
tion || 1560.” The titles of the 1545 and 1552 editions are similar, 
and no alterations of note appear until 1598, when the title reads: 
“The birth of man|| kinde, otherwyse || named the Wo|| mans 
Booke. || Set foorth in English by Tho || mas Raynalde Phisition, 
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and || by him corrected, and aug || mented. Whose con|| tents yee 
may reade || in the Table fo || lowyng: || but most playnely in || the 
prologue.” One or two slight differences are to be noted in the 
editions of 1604, 1613, 1626, and 1634, and then there occurs the 
radical change of the 1654 edition (see Plate XIV. in my previous 
article, loc. cit., p. 322). 

The wording of the title page of the Jonas edition is, as might 
be expected, somewhat different: “The Byrth of Mankynde, newly 
translated out of Laten into Englysshe. In the which is entreated of 
all suche thynges the which chaunce to women in theyre labor, and 
all suche infyrmities whiche happen unto the Infantes after they be 
delyuered. And also at the latter ende or in the thyrde or last boke 
is entreated of the Conception of mankynde, and howe manye wayes 
it may be letted or furtheryd, with diuers other fruytefull thynges, 
as doth appere in the table before the booke. Cum privilegio Regali, 
ad imprimendum solum.” 

The ornamental border of the title page differs greatly in the 
different editions which were published before that of 1654, in which 
it entirely disappears; but with this matter I have already dealt 
fully in my first article (loc. cit.). 

The reverse side of the title page contains (in the 1560 edition) a 
short Preface, in English, commending the work in modest terms 
to midwives and matrons. The same preface appears in Latin in the 
1545 and 1552 editions, and in English in all the others, but it is 
not always printed on the reverse side of the title page. I have 
reproduced it in Plates II. and XIII. of my former article, both in 
its Latin and in its English form. Since it begins “Albeit some 
Aristarchus,” I have named it the Aristarchus Preface. 

The Aristarchus Preface is absent from the Jonas edition of 1540; 
but, occupying the corresponding position there is a religious 
admonition which reads as follows (in ordinary English): ‘ Unto 
the Reader. An admonition to the reader. For so much as we have 
enterprised the interpretation of this present book, offering and 
dedicating it unto our most gracious and virtuous Queen Katherine 
only, by it minding and tending the utility and wealth of all women, 
as touching the great peril and dangers which most commonly 
oppresseth them in their painful labours, I require all such men in 
the name of God, which at any time shall chance to have this book, 
that they use it godly and only to the profit of their neighbours, 
utterly eschewing all ribald and unseemly communications of any 
things contained in the same, as they will answer before God, which, 
as witnesseth Christ, will require a count of all their words, and 
much more then of all ribald and uncharitable words. Everything, 
as saith Solomon, hath his time, and truly that is far out of time, 
yea and far from all good honesty, that some use at the common 
tables and without any difference before all companies, rudely and 
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loudly to talk of such things, in the which they ought rather to 
know much and say little, but only where it may do good, magnifying 
the mighty God of nature in all his works, compassionating and 
pitying our even-Christians,* the women which sustain and endure 
for the time so great dolor and pain for the birth of mankind and 
deliverance of the same into the world. Praise God in all His 
works.” 

The rest of the preliminary matter of such an edition as that of 1560 
consists of the Table of Contents, as we should now call it, or, as it 
it is here termed, simply the Table. I have collated the Contents of 
the 1545, 1552, 1560 and 1654 editions, and I find them to be almost 
identical, except, of course, with regard to the spelling, type, and 
pagination. There are, however, one or two small divergences; thus, 
in the editions of 1545 and 1654 there is a heading in the third 
book (“ Remedy for the Cramp, or distention of members”) which 
does not appear in the other two editions referred to, but the 
presence of the heading does not indicate the addition of new matter 
in the text; again, in the 1545 and 1552 editions, eleven Anatomical 
Figures are named and nine only in the 1560 and 1654 editions. In 
the 1560 edition (in my copy at least) the “byrthe fygures” 
(seventeen in number or eighteen, if the ‘stoole’ be counted) follow 
after the Table of Contents; but in several of the other editions they 
are inserted at the end of the fourth chapter of the Second Book, 
their proper place according to the modern rules of binding. 

Before we reach the Table of Contents of the Jonas edition of 
1540, we find additional preliminary matter consisting of the 
Dedication. It is so interesting that I reproduce it here in full. 
Some parts of it, it may be added, reappear in the Prologue to the 
Women Readers which is peculiar to the Raynalde editions. In 
ordinary English it reads as follows : — 

“Unto the Queen. Unto the most Gracious, and in all goodness 
most excellent virtuous Lady Queen Katherine, wife and most dearly 
beloved spouse unto the most mighty sapient Christian Prince 
King Henry the VIII. Richard Jonas wisheth perpetual joy and 
felicity. "Whereas of late (most excellent and virtuous Queen) many 
goodly and proper treatises, as well concerning holy scriptures, 
wherein is contained the only comfort and consolation of all godly 
people: as other profane arts and sciences right necessary to be 
known and had in use, have been by the painful diligence of such 
clerks which have embusied them in the same very earnestly and 
circumspectly set forth in this our vulgar English tongue, to the 
great enriching of our mother language, and also the great utility 
and profit of all people using the same, and among all other things, 
out of the noble science of Physick, have been divers proper and 


* Even-Christen or even-Christian meant fellow Christian. 
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profitable matters compiled and translated from the Latin tongue 
into English, by the reading of the which right many have confessed 
themselves to have received great light and knowledge of such 
things, in the which they have found no small comfort and profit. 
And in this behalf there is in the Latin speech a book entitled 
De Partu Hominis: that is to say, of the birth of mankind, compiled 
by a famous doctor in Physick, called Eucharius, the which he wrote 
in his own mother tongue, that is, being a German, in the German 
speech, afterward by another honest clerk at the request and desire 
of his friend transposed into Latin: the which book for the singular 
utility and profit which ensueth unto all such as read it, and most 
specially unto all women (for whose only cause it was written) hath 
been in the Dutch and French speech set forth and imprinted in 
great number, so that there be few matrons and women in those parts 
but (if they can read) will have this book always in readiness: 
considering then that the same commodity and profit which they 
in their regions do obtain by enjoying of this little book in their 
maternal language, might also ensue unto all women in this noble 
realm of England, I have done my simple endeavour for the love of 
all womanhood, and chiefly for the most bound service which I owe 
unto your most gracious highness to translate the same into our 
tongue. Most humbly desiring first your grace’s highness, and then 
consequently all noble ladies and gentlewomen with other honest 
matrons to accept my pains and goodwill employed in the same: 
the which thing as I do not doubt for the wont and incomparable 
benignity goodness and gentleness inset and planted in your grace’s 
nature, so shall it be no little encouraging unto me hereafter with 
farther deliberation and pains to revise and oversee the same again, 
and with much more diligence to set it forth. For considering the 
manifold daily and imminent dangers and perils, the which all 
manner of women or what estate or degree they be in their labour 
do sustain and abide: yea many times with peril of their life, of 
the which there be so many examples needless here to be rehearsed. 
I thought it should be a very charitable and laudable deed, yea 
and thankfully to be accepted of all honourable and honest matrons 
if this little treatise so fruitful and profitable for the same purpose 
were made English, so that by that means it might be read and 
understanded of them all, for as touching midwives, as there be 
many of them right expert, diligent, wise, circumspect and tender 
about such business, so there be again many more full undiscrete, 
unreasonable and far to seek in such things the which should chiefly 
help and succour the good women in their most painful labour and 
throngs. Through whose rudeness and rashness only I doubt not, 
that a great number are cast away and destroyed (the more pity). 
For this cause and for the honour of Almighty God, and for the 
most bound service the which I owe unto your grace, most gracious 
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and virtuous queen, I have judged my labour and pains in this 
behalf right well bestowed, requiring all other women of what estate 
soever they be, which shall by reading of the same find light and 
comfort, to yield and render thanks unto your most gracious highness, 
wishing greatly that it might please all honest and motherly mid- 
wives diligently to read and oversee the same, of the which although 
there be many which do know much more peradventure than is here 
expressed, yet am I sure in the reading of it their understanding 
shall be much cleared and have somewhat farther perseverance in 
the same. It is no small charge which they take upon them, for 
if when any strange or perilous case doth chance, the midwife be 
ignorant or to seek in such things which are to be had in remembrance 
in that case, then is the party lost and utterly perished, for lack of 
due knowledge requisite to be had in the midwife. Wherefore I 
beseech Almighty God that this my simple industry and labour may 
be through your grace unto the utility, wealth, and profit of all 
English women, according to my utter and hearty desire and intent, 
to whom also I daily pray long to preserve and prosper your most 
gracious highness, both to the continual comfort and consolation of 
our most redoubted and without comparison most excellent Christian 
prince, and also the joy and gladness of his loving subjects. Amen.” 

Of course the Table of Contents of the 1540 or Jonas edition 
differs much from those of the Raynalde editions of 1545, 1552, 1560, 
etc. There is no reference in it to a Prologue, for no such thing 
exists in the 1540 issue, unless we regard the Religious Admonition 
and the Dedication as jointly constituting one. Then, we note the 
absence of the first thirteen chapters of the first Book of all the 
Raynalde editions; and the sixth chapter of the fourth Book of 
the Raynalde editions, containing the cosmetic suggestions or 
“bellifying receipts,” is not represented in the Table of Contents of 
the 1540 edition. Roughly speaking, the Jonas or 1540 edition 
contains the second, third and fourth Books of the Raynalde editions, 
plus the last chapter of the first Book and minus the last chapter of 
the fourth Book of these later editions. But I have already, in my 
former article, set forth in detail the differences between the Contents 
of the two issues (loc. cit., p. 310). 

In the 1540 edition the preliminary matter closes with two 
interesting paragraphs dealing with weights and measures and with 
drugs and apothecaries; they are peculiar to this edition. The 
former is introduced in these words: “ For because that in this book 
many times be found certain measures and weights of physic, not 
known peradventure to all such as that chance to read it, therefore 
here briefly I have set them forth, showing the value and estimation 
of them so far as they shall be requisite to the better understanding 
of such things the which ye shall read in the same treatise.” Then 
follows the table of the weights and measures, the pound being stated 
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to contain 5,762 grains. The second paragraph refers to the obtaining 
of the drugs named in the text of the book, and reads thus: “ Ye 
shall also note here that many times ye shall happen upon strange 
names of such things the which are occupied about infirmities spoken 
of in this book, for the which theyr is no English but are used in 
their own proper names of Greek or Latin: and they are such 
for the most part which are to be had only at the apothecaries, being 
of them right well known; wherefore when ye shall need any such 
thing if ye send the same names in your bill to the apothecaries they 
will soon speed your purpose: neither do this if ye may without the 
advice of some expert and learned physitian.” 

I have now enumerated all the parts of the preliminary matter, 
both as found in the Raynalde editions of the Byrth of Mankynde 
and in that first edition with which the name of Richard Jonas is 
associated. I now pass to the Prologue, which is to English readers 
perhaps the most attractive part of the work. 


Tue PROLOGUE. 


To the English obstetrician, as well as to the student of the 
manners and customs of the sixteenth century, the Prologue to the 
Women Readers will be by far the most interesting part of the book. 
It is not a translation of anything in Résslin;* it is not indeed a 
translation of anything at all. We may regard it as a piece of 
original writing fresh from the mind of Raynalde, giving the history 
of the work and throwing an important sidelight upon the way in 
which obstetric matters were looked upon in England in the middle 
of the sixteenth century. There are, it is true, a few passages in it 
which are reminiscent of some parts of the Dedication to Queen 
Katherine in the 1540 edition; but the greater part of it must be 
ascribed to Raynalde. 

The intent of the author (“the entent of thauctour’’) is to recite 
. the sum and chief contents of the book, for it is “a great pricke or 
allurement, entising and meuinge a man, to reade any boke, when 
he is somwhat first admonyshed of the matters comprehended and 
contayned therein.” Then, without giving any names, Raynalde 
tells how the studious and diligent clerk [Jonas, to wit] made the 
English translation of the Latin work [by Résslin] entitled De Partu 
Hominis, and called it “the byrth of mankynde”; it is now to be 
named “the womans boke.”’ That translation is now to be corrected 
and augmented, revised “from top to to,” as the writer quaintly 
says; and there are to be “set forth and evidently declared al the 
inward partes of women, and that not onely in wordes, but also in 
Tyvely and expresse figures.” Raynalde beseeches the midwives who 


* There is a “ Prologue” in Résslin’s De partu hominis (edition of 1538, Paris) but 
it has nothing in common with Raynalde’s. 
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will read his book to pay special attention to these anatomical 
matters, for, he adds, “ when: a person is sycke or dyseased in any 
part, it is halfe a comfort, yea halfe his helth, to understand in what 
part the dysease is, and howe that parte lyeth in the bodye.” 

The second part of his book (“the seconde booke”) is to concern 
itself with labour, “ with the byrth of mankind and al the daungers, 
perels, and other cases happenyng to the labourynge woman at that 
season.” This portion of the work is to be illustrated with the 
Byrth Fygures and the picture of the Womans Stoole; the first part 
had the anatomical figures from Vesalius to elucidate the text. 

The third book considers the choice of a wet nurse. “Item 
medicines encreasyng, deminishinge, attenuatyng, engrossinge, and 
amendynge the mylke in the nources brestes. Also remedies for 
manye and sundry diseases, which oft tymes chaunce unto infantes 
after theyr byrth.” 

In the fourth book the author proposes to discuss the question of 
conception and the overcoming of sterility. ‘“ And farther in this 
last booke shall be uttered and set forth certayne embelleshinge 
receptes concerning onely honeste and helthsome decoration and 
clenlynes.” The writer evidently feels that he is on dangerous 
ground, for he adds that he is to teach “ nothinge in that place but 
that onely whiche may make to the honest, comely, and commendable 
conservinge and maintaininge of the inset and natural beautie in a 
woman, utterly abhorring and defying all farding, paynting, and 
counterfeit cast coulors, which of some dampnable and misproude 
people be dayly used, such as by all meanes possible, seke and search 
more the abhominable and divilish painting and garish setting forth 
of their mortal carcases (the better therby to commend it unto the 
eyes of foolish and fond men) than by honest, sober, debonayre and 
gentil maners, so to demene their life, that they may therby rather 
obtayne the loue, amitie, and hartie perpetual favour first of god, 
and then of al honest, discrete, and godly wise men.” 

After giving this brief summary of the contents of the book, 
Raynalde asks his women readers (“ for whose sake and only respect 
it is set forth”) to give it their benevolent favour and good accepta- 
tion. He is quite sure, however, that to some the work will not be 
acceptable. Not even an invocation of the gods and goddesses 
(“great Apollo, wyttye Mercury, and sweet Suada’’) will suffice to 
convince them who give so “ precipitat and heady judgementes in all 
maner of matters,” that the book is useful and good. Some will 
allege “that it is shame, and other somme, that it is not meete ne 
fyttynge such matters to be entreated of so playnly in our mother 
and vulgare language, to the dyshonoure (as they say) of womanhed, 
and the derision of theyr wonte secretes, by the detection and 
discoverynge whereof, men it readynge or hearing, shalbe moved 
thereby the more to abhorre and loothe the company of women.” 
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But it is of no use to attempt to convince such people. Nothing is so 
good but it may be abused. Fire and water, meat and drink, the 
Bible, even the blessed Sacrament may be abused; but “to them 
that be good theimselfe, everye thinge turneth to good, whatever it 
be is to them a sufficient matter and occasion therein to seke the 
glory of God, and the onely profyte of their even Christen.” 
“Wherefore,” the writer concludes, “consydering that there is 
nothinge in this world so necessary, ne so good, holye, or virtuous, 
but that it maye by wyckednesse be abused, it shalbe no great wonder 
though this lyttle booke also, made, written, and set foorth for a good 
purpose, yet by lyght and leude persons be used contrary to godlynesse, 
honesty, or thentent of the wryter thereof.” 

The only possible dangers, so far as the writer can see, are that 
some of the medicines referred to may be employed for a criminal 
purpose (“some divelishe and lewde use ’’), and that the book falling 
into any “‘ lyght marchauntes handes” may be used for the derision 
of women. That men by reading such a book should “conceave a 
certayne lothsomnes and abhorrynge towardes a woman ” is answered 
by the fact that if this were so then “ Physitians and chyrurgians 
wyves should greatly be abhorred and mysbeloved of theyr 
husbandes;” and this is not so. “And I my self likewise, which 
wryteth thys booke, should mervaylouslye above many other abhorre 
or lothe women.” Such “tender reasons” are petty and trifling: 
“but to be short, there is no such thyng, neither any cause thereto 
why.” In fact, it is rather to be expected that if, by any chance, 
a husband read the book, he may, if of a gentle and loving nature, 
do his wife good. 

Knowing as he does what the perils of childbirth are, the writer 
thought “it should be a verye charitable and laudable dede, and 
right thankefully to be accepted of al honourable and other honest . 
matrones, yf by my paynes this lyttle treatyse were made to speake | 
Englyshe, as it hath been longe syth taught to speake dutch, frenche, 
spanyshe, and dyvers other languages.” The Byrth of Mankynde 
may, if properly read and consulted, supply the “ roume and place of 
a good mydwife;” as a matter of fact, the writer knows that it has 
been so used by “many honourable Ladies and other worshipfull 
Gentlewomen” and with much profit. But again it has to be 
confessed that there are some midwives who would have the book 
forbidden, “ forsomuch as therein was descried and set foorth the 
secretes and privities of women, and that every boy and knave had 
of these bookes, reading them as openly as the tales of Robin Hood, 
etc.” “ But here nowe let not the good midwives be offended with 
that, that is spoken of the badde. For verely there is no science, 
but that it hath his Apes, Owles, Beres, and Asses.” The good 
midwives, however, were glad to get the book. “And thus I conclude 
and make an ende of this rude Prologue, requyryng the gentle 
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readers therof, that yf they shall fynde any thing therin interpretable 
to dyuers senses, to accepte onely that which may make to the best, 
accordynge to my meaning.” 


Tue First Boox. 


Like the Prologue, the First Book of the Byrth of Mankynde 
contains matter which is not to be found in Rhodion’s De Partu 
Hominis. Its contents are mainly anatomical descriptions. The 
writer is very sure of the “ utilitie of the first boke;” it is “as a key, 
openyng and clearyng the matters to be intreated of in the seconde.” 
It deals with the “fourme, maner, and situacion of the inwarde 
partes of a woman,” with “the campe or fielde of mankynde to be 
engendred therein.” 

An interesting paragraph deals with the relative importance of 
the sexes in the matter of procreation: “ And although that man be 
as principall mouer and cause of the generation: yet (no displeasure 
to men) the woman doth conferre and contribute much more, what 
to the encreasement of the child in her womb, and what to the 
noryshment thereof after the byrth, then doth the man. And 
doubtlesse yf a man woulde demaunde to whom the chylde oweth 
most his generation, ye may worthily make aunswere that, to the 
mother: whether ye regarde the paynes in bearynge, other els 
the conferrence of most matter in begettyng.” 

The organs are then described in detail. First, “the principal 
coates of the body” are referred to: they consist of the superficial 
skin or cuticula, of the “ fleshye ” skin or membrana carnosa, and of 
the third coat or adeps, which lies between the other two. 
“Immediately under the fleshye skin be conteyned the Muskles.” 
Chapter III. of the First Book is specially concerned with the 
““Muskles,” and particularly with those of the “bellye.” These are 
the musculi obliqui descendentes or “the Byaswyse descendyng 
muskles;” the musculi obliqui ascendentes or the “ Byaswyse 
ascending muskles;” the musculi recti or “the ryght muskles;” and 
the musculi transversi or the “overthwart muskles.” “All these 
foure Muskles be to the entrayles and bowelles within the belly, as 
foure seuerall coates: by the vertue and helpe of whom, together 
with the ayde of the midwiffe, all expulsion both upward and 
downewarde in the guttes, in the stomacke, in the matrix of the 
woman in the tyme of labour, and also in the bladder in tyme of 
makyng of water, is wrought: and yet besides this utilitie, they 
clothe (as I have saide) defende, fortifie, and strength the inwardes 
of the belly.” 

Chapter IV. of the First Book speaks of the “kell, called 
Peritoneum,” a certain “thin rime;” it “ yeldeth unto eche entrayle 
a coate and webbe of the cloth of his owne body: by the whiche his 
livery, they be the more arctly and straightly affixed or fastened unto 
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hymselfe.” Chapter V. gives the declaration of the names and 
nature of the Matrix. “The Matrix, the Mother, and the wombe, 
do signifie but one thing, that is to saye: The place wherein the seede 
of man is conceaved, fetified, conserved, nourished, and augmented, 
unto the tyme of deliuerance, in Latin named Uterus and Matrix.” 
From the description which follows, it is evident that the writer 
intends by “Cervix Uteri” the vulva and vagina. Chapter VI. 
deals with “the wombe and his partes.” ‘“‘ Nowe ye shall under- 
stande, that the founde or bottome of the matrix is not perfectly 
round bowlwyse, but rather lyke the forme of a mans heart, as it is 
paynted, sauinge that the particion or clifte in the matrix betwene 
both corners, the ryght and the lefte, is not so profoundlye dented 
inwardes as the clyfte in the hearte.” From this description it 
would almost appear as if the uterus of one of the Mammalia 
were intended, or if the writer had come across a case of minor 
malformation of the organ (uterus septus) in the human subject. He 
is quite sure, however, that there is only one “ holonesse” in the 
womb; he does not believe in the seven “ selles” said to be therein. 
“In tymes passed, dyverse Clarkes haue written, and many other 
haue beleued, that there shoulde bee seuen selles, or seuen distinct 
places in the Matrix, in thre of the whiche, on the ryght syde shoulde 
onely men chyldren be conceyued, and in the other three on the lefte 
syde women chyldren, and yf it chaunced that the seede were 
conceaued in the seuenth sel, whiche was the myddelmoste, then that 
shoulde become a monster, halfe a man, and halfe a woman. The 
whiche all is but lyse, dreames, and fonde fantasyes: for the womans 
Matrix, as I haue saide, is euen as a stronge bladder, hauinge in it 
but one uniuersall holones, and the chylde when it lyeth in it, lyeth 
euer on the one syde more then on the other, the head beynge 
towardes one of the corners or angles, and not upryghte towarde the 
myddle brydge.” 

Chapter VI. (VII. correctly) speaks of the “ Mother port.” This 
is the Cervix as we nowadays call it. ‘It is of the forme of a haukes 
bell, or other lyttle mores belles” (?.e., morris bells). At certain 
times, “the Matrix beynge apte and dysposed thereto, and other 
conditions requisite, thys wombe porte do naturally open it selfe, 
attractinge, drawing and suckinge into the wombe the sede by a 
vehement and naturall desyre.” During pregnancy it remains closed, 
“untyll the tyme of delvueraunce, at what tyme agayne it delateth 
and openeth it self, in such amplytude and largenesse, that it is 
wonderfull to speake of.” 

Chapter VIII. contains a description of the vessels of seede, called 
the woman’s stones, 7.e., the ovaries as we now know them, “ wherin 
is engendred the seede and sparme that commeth from the woman, 
not so strong, ferme, and myghtie in operation as the seede of man, 
but rather weake, fluy, colde, and moyste, and of no great firmitie.” 
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But, the writer tells his readers, the woman’s seed is just as proper 
for its purpose as the man’s. “ These stones be nothynge so bygge as 
the stones of man, but lesse, flatter, much fashyoned after the shape 
of a great and brode almonde.” 

Chapter IX. has to do with the “sede bringers,” not, let it be 
borne in mind, the Fallopian tubes, but the “two vaynes and twoo 
artyres which come to these two stones.” Here we find a description 
of the blood-vessels of the pelvis along with the views then held as 
to the origin of what was called the “ woman’s seed,” which are set 
forth at length in Chapter X. These views have now only an 
historical interest, for the physiological knowledge on which they 
rested has long since been replaced by more correct information. To 
the curious, however, the description given of the four “ mines,” 
shops, or workhouses existing in the body cannot but be attractive. 
“ Of this sort of mines, there be foure principall in the bodye of 
man. The first is the mine of bloud, which is the lyuer, in whom 
the iuyce of meate, before of colour whyte, is transmuted into red, 
made apt and fitte to nourishe all partes of the body, attract and 
drawen out of the stomacke and guttes, thorow verye small and 
infinite lyttle vaynes into the lyuer. The seconde mine is the heart, 
which of the bloud attracte and drawen from the great maister vaine, 
proceading out of the foresayde lyuer, into his parlers, doth engendre 
vehement and liuely spirite, conmixed with depured and greatly 
elaborated bloud, within the selles of the heart, from thence sent 
forth throw the artires, into all partes of the bodye, being in colour 
yealowyshe, thinne, and hoote bloud. The thyrde mine is the brayne, 
of whom all the sinewes take thyr originall. In whom the wyttye 
spirite, the spirites of mouyng, and the spirites of al sensibilitie be 
engendred, and thorow the sinewes sent to all partes of the bodye. 
For all suche partes as moue and feele, haue that by reason of 
sinewes derived unto those places from the head. The fourth mine 
is the stones, in whom by commixtion of al the other thre foresaid 
metalles of the body, that is to say, vayne bloud, arteriall bloud, and 
liuely spirites engendred in the head, is engendred and produced 
sede, which bestowed in his due place becommeth like in perfection 
to the creature from whence it came; that is to say of mankynde, 
man.” The writer then goes on to explain how “the seede is 
receaued into the stones,” how the colour of the seed is transmuted, 
and how the seed in woman is not so firm as in man, etc. 

Chapter XI. tells how the seed (of the woman) is sent from the 
stones to the angles or corners of the Matrix by means of a “ wormye 
bodye,” evidently the Fallopian tube. The seed in woman is supposed 
to be for the purpose of moistening the genital passage as “ with a 
dewe.” The writer then proceeds to moralize on what he terms the 
“prickes of nature.” “For yf that the God of nature had not 
instincted, and insette in the body of man and woman, such a 
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vehement and ardent appetite and luste, the one lawfully to company 
with the other: neither man ne woman woulde neuer haue ben so 
attentfe to the workes of generation and encreasement of posteritie, 
to the utter decaye in shorte tyme of all mankynde. For ye shal 
heare some women in tyme of theyr trauayle, meued through great 
payne and intollerable anguyshe, forswere and vowe them selfe, 
neuer to companye with a man agayne; yet after that the panges be 
passed, within short whyle, for entyre loue to theyr husbandes, and 
singular naturall delyte betwene man and woman, they forget both 
the sorow passed and that that is to come. Suche be the privie 
works of God, and suche be the prickes of nature, which neuer 
createth no special pleasure unaccompanyed with some sorow: neither 
is there for the most part any sorow, but that it hath annexed some 
ioy or comforte, lesse or more, to alleuiate and lyghten the burthen 
and weyght of displeasure.” 

Chapter XII. deals with the bladder in women, with stone (“ but 
women be not so prone ne apt to engender the stone in the bladder 
a3 men be”), and with the reason why the urine when it has reached 
the bladder does not revert again. 

Chapter XIII. is a very interesting one, for in it are considered 
not only the “vaynes which resort to the Matrix,” but also “the 
termes and theyr course with the causes thereof.” “ Nowe to come 
to the declaration of the nature of termes, ye shal understand that 
thei be called in Latine Menstrua, for because that ons in a moneth 
they happen alwayes to womankynd, after XIII. or XV. yeares of 
age passed (beynge in theyr perfect health): In Englyshe they bee 
named Termes, because they retourne eftsoones at certayne seasons, 
tymes and termes.” Having described, as best he knew, how the 
blood was poured into the Matrix, the writer goes on to tell the cause 
of the terms, that they are really intended to serve as nourishment 
for the foetus (“feature”); for “ prudent Lady nature” has wisely 
so provided; “yea, although the woman do neuer conceaue... . 
yet is there no faute in nature, who hath prepared place, and foode 
to be at altymes in readynes.” It is noted, also, that women that 
have no terms cannot bear children; that the terms do not follow 
the waxing and waning of the moon exactly; and that the duration 
of the flow varies in different women. 

In Chapter XIV. are considered at some length the three cauls 
oz wrappers “wherein the infant is lapped” in the uterus. The 
innermost caul is named the Amnios, “in Latine Agnina, for cause 
it is as dilicate as lambes bee.” ‘The mydwifes commonly call it 
the coyfe or byggyn of the chylde, and some call it chyldes shert, 
the which also many times proceadeth alone with the chylde, eyther 
uppon the chyldes head, or one of the armes or legges. And then the 
women reserve it as a thynge that shoulde betoken some great lucke 
to the chylde in tyme to come.” “The seconde wrapper or caule 
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in Greek is called Allantoides, in Latine Farciminosa, in Englyshe 
these two termes do signifie haggiswyse for because that it is 
fashioned much after the shape of the outwarde skynne or bagge of 
an haggisse puddinge.” This second caul of Raynalde is our modern 
chorion apparently, while the third which he names Chorion or 
Secundina (or hoop caul) would seem to correspond to the placenta; 
but the description is vague and shows no evidence of close observa- 
tion of nature. The description of the vessels of the umbilical cord 
is more exact. “ Thorow these Artires, liuely spirite and freshe ayre 
is deriued out of the mother into the chylde, wherwith the naturall 
heate of the chylde is viuified and refreshed. And these two Artires 
with the foresayde nauyll Vayne, when the childe is borne, begin 
to wyther and drye, euery day more and more, and become much like 
a harpstryng, without any holownesse or cauitie.” The urachus 
(“another vessell”) is also described, and it is said that by it 
the urine passes from the bladder to the space between the first and 
second caul without the child’s body. The placenta (“chorion ’’) is 
compared to the spleen or melt “in a man or beast;” “so that to be 
short, Chorion is the immediat receptacle and receauer of al the 
vaynes and artires, to be deduced from the Matrix to the chylde, and 
the chylde receaueth onely at his hand the two Vaines and Artires, 
whiche by the way as they passe and perse thorow the other two 
caules, towardes the chyldes Nauyll, they sende into eche of the 
caules innumerable small eye vaynes and artires, whereby the caules 
be sustayned and encreased also.” 

The terms, when there is a foetus in the uterus to be nourished, 
are no longer superfluous but are used in supplying nourishment to 
the infant in utero, and that part which is not needed goes to the 
breasts to become milk. It is not right to regard the terms as a 
purgation, for the blood of which they are composed is as pure and 
wholesome “as all the reste of the bloud in anye part of the body 
els.”” “Yet much more are to be detested and abhorred, the shameful 
lyes and slaunder that Plinie, Albertus magnus de secretes Mulierum, 
and diuers other mo haue written, of the venimous and daungerous 
infective nature of the womans Flowres or Termes: the which all 
be but dreames and playne dotage. To rehearse theyr fond wordes 
here, were but losse of inke and paper, wherfore let them passe with 
theyr auctours.” It is nota little amusing to read such denunciations 
of Pliny and Albertus Magnus following so closely after some of the 
anatomical descriptions that have gone before; but in his views upon 
the functions of the placenta as set forth in the following paragraph 
the writer is far in advance of his time. “ Forbecause that she 
(Nature) woulde that the pure bloud commyng from the Matrix 
vaynes, should be made yet purer, she suffereth not the same to entre 
immediately into the infante, but first useth another meane, and 
sendeth it into Chorion or the hoope call (as I haue sayd before), 
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where truely it hath a certayne circulation, and another digestion, 
wherby it is desecate, and clensed very exquisitly, by the diligentis of 
nature attenuated and fined, and so at the laste sent foorth into 
the infant, leauyng all the grosser part in the spungye bodye of the 
hoope caule.” (It is to be remembered that the hoop-caul is the 
placenta.) 

The Fifteenth Chapter is concerned with some curious considera- 
tions regarding which of the three Matrix veins contain the Terms 
and how the milk comes to the woman’s breasts. The importance of 
knowing which of the veins contain the menses is, the writer thinks, 
at once evident when we have to deal with too much or too little 
monthly flow; to put these anomalies right we have to apply 
medicines, and if the menses come only from the veins of the neck 
of the womb there will be no use in applying medicines to those of 
the fundus. The writer is of opinion (for reasons which it is 
unnecessary to discuss now) that the terms come from the veins at 
the fundus only. It is in this connexion that the writer relates the 
history of two cases in his practice, the one in London and the other 
in Paris, to which reference has already been made (Journ. of Obstct. 
and Gynecol., Vol. x., 1906, p. 306). 

There is much else in this chapter about clots in the terms, about 
the ‘‘ white flowers,” about retention of the terms, and about the 
manner in which “the mylke which commeth to the brestes is 
engendred of the Termes (accordyng to moste mens opinions).” 
There is not wanting evidence, it is pointed out, of the “ great 
familiaritie betwene the Matrix and the brestes, for so much as the 
ebbyng of the one is the flowinge of the other.” 

Such are the matters dealt with in the First Book of the Byrth of 
Mankynde in the 1560 edition; it remains for me now to examine 
the differences which exist between this and other editions. The | 
1545 and 1552 editions call for no special comment, and those that 
were published later than 1560 also show none other than trifling 
alterations; but the Jonas or 1540 edition differs widely from the rest. 

The First Book of the 1540 edition is really the Second Book of 
the Raynalde editions (with some exceptions to which reference will 
be made), and the First Book of the Raynalde editions finds no 
counterpart, or almost none, in the 1540 edition. Almost none, for 
the First Chapter of the latter contains an account of “ how many 
caules the birth is compacted and wrapped in,” and the fourteenth 
chapter of the Reynalde editions deals with “the three caules or 
wrappers wherein the infant is lapped.” Chapters I. to XIII., 
Chapter XV., and part of Chapter XIV. of all the Raynalde editions 
find no counterpart in the 1540 edition of Jonas; practically the 
whole of the First Book of the Raynalde editions, therefore, is new 
material added to what was in the 1540 edition. To trace the source 
or sources of the new material found in all the Raynalde editions 
would be an interesting literary investigation, but it is one which 
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I am not now in a position to make.* I may, however, state that no 
part of the added chapters is in the two editions of Résslin’s De 
Partu Hominis which I have been able to examine (those of 1538 
and 1556); and in the meantime it is only reasonable to ascribe it to 
Raynalde, and to regard it as part of the “ augmentation ” mentioned 
on the title page of the 1545 and subsequent issues of the Byrth of 
Mankynde. 
THE ANATOMICAL FIGURES. 


At the end of the First Book is “ The declaration by letters of the 
fygures folowing, wherein be set forth to the eye euery parte in 
woman mentioned in thys boke before: Which in the former 
Printinges hath ben corrupted, but nowe truely set forth.” These 
figures are nine in number, and they have all been reproduced in 
Plates IV., V., VI., and VII. of my former article. 

No indication is given in the letterpress as to the source of the 
illustrations; indeed from the reading of the accompanying descrip- 
tions it would seem that they were original and that the objects 
depicted in them had been seen by the writer. A little investigation, 
however, soon shows that this was not the case. None of them is to 
be found in the 1538 edition of Résslin’s De Partu Hominis, although 
four of them make their appearance in the 1556 edition; but, then, 
as we shall see, they had already appeared in the 1545 edition of 
the Byrth of Mankynde and had been repeated in the 1552 edition. 
Evidently, therefore, their original source is not Résslin’s work. 
As a matter of fact, they have been taken, descriptions and all, from 
Vesalius’s book De Humani Corporis Fabrica, in the “ first” or 1548 
edition of which they are all to be found. 

I have carefully compared the plates in the 1560 edition of 
Raynalde’s Byrth of Mankynde with those in the 1543 edition of 
Vesalius’s work, with the following results: The first figure in 
Raynalde is the twenty-fourth of the Fifth Book of Vesalius, and is 
found on p. 377 of that work, with the descriptive letterpress on 
pp. 376, 377 and 378; the second figure is the twenty-fifth of Vesalius, 
and is found on p. 378, with its description on pp. 379 and 380; the 
third figure is the twenty-sixth of Vesalius on p. 380; the fourth 
figure (IIII.) is also to be found in Vesalius’s work at the end of his 
Third Book, on p. 318, with its description; Figures V., VI., VII., 
and VIII of Raynalde’s work are the first, second, third and fourth 
separate figures in the thirtieth plate of Vesalius’s Fifth Book, and 
are to be seen on p. 382 with descriptive notes on p. 383; and the 
ninth figure of Raynalde’s Byrth is the twenty-seventh of the Fifth 
Book of Vesalius’s De Humani Corporis Fabrica, where it is to be 
found with its description on p. 381. 


* One would require to have access to the various editions of Rhodion’s work, both 
in Latin and in German. Some of the new material, however, is undoubtedly derived 
from Vesalius’s work. 


Fie. I—I]lustration taken from Vesalius’s Ve Humani Corporis 
Fabrica (edition of 1543), where it is the twenty-fifth figure of 
the Fifth Book; it appears as the second figure in the Byrth of 
Mankynde. 
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Fic. I[.—Illustration taken from Vesalius’s De Humani 
Corporis Fabrica (edition of 1642), showing the nine figures 
which were used by Raynalde to illustrate the anatomical part 
of the Byrth of Mankynde. 
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All these figures, as they appear in the 1560 edition of Raynalde 
have been reproduced in my former article, where they are numbered 
Figs. IV., V., VI., and VII., but, in order to prevent confusion, their 
proper numbers (I., II., III., III, V., VI., VII., VIII., and IX.) 
are also attached to them (although some of them were reversed in 
the original printing, e.g., IV., IIV., and IIIV. for VI., VII., and 
VIII.). In order that the reader may compare the plates as they 
appeared in Vesalius’s work with their reproductions in Raynalde’s 
1560 edition of the Byrth, I give here Vesalius’s twenty-fifth figure 
corresponding to Raynalde’s Fig. II. (Fig. I.): it can be studied 
alongside of the Raynalde reproduction (Fig. V. of my former 
article). Further, in a later edition of Vesalius’s work (that of 1642), 
all the nine figures used by Raynalde were grouped together in one 
plate (on p. 96), and I have thought it worth while to reproduce this 
also (Fig. II.). It represents in graphic form Raynalde’s unacknow- 
ledged indebtedness to Vesalius. 

The descriptions of the figures are literal translations of the Latin 
text which accompanied the illustrations in Vesalius’s De Humani 
Corporis Fabrica. I give here in parallel columns the Latin description 


of Figure II. and the English translation of it :— 


A praesentis figurae dextra mamilla 
cutem abstulimus, ut quam fieri posset 
proximé mamillarum natura hic oculis 
subjiceretur. Deinde ventriculum, et 
cum intestinis mesenterium et lienum 
resecuimus, recto interim intestino non 
secus quam in mox praecedente figura 
relicto. Ad haec, uterum suo extimo 
quod peritoneum ipsi porrigit involucro 
quodammodo spoliavimus, omnes mem- 
branas quam licuit accuratissimé passim, 
ideo amputantes, ut seminis materiam 
testibus deferentia et rursus semen ab 
his utero deducentia vasa in conspectum 
venirent. Vesicam verd deorsum in 
sinistrum latus refleximus, una meatum 
a dextro rene ipsi urinam deferentem 
abrumpentes, ut urinam vesicae de- 
prentium meatuum insertio appareret, 
ipsaque vesica uteri inspectionem non 
occuparet. Postremd pubis ossium por- 
tionem ab hac figura exsecuimus, quo 
uteri cervix ac vesicae etiam collum 
apposité viderentur. 


We have here taken away the skyn 
from the ryght teate of this present 
figure, that the nature of the teates 
mighte as nygh as may be, be set before 
the eyes, and afterwards we have cut 
awaye the ventricle with the bowels, 
and also Mesenterium and the splene, 
leaving the strayte entrayle in thys 
place unmedled with, as well as we 
dyd in the fygure before. And more- 
over, we have as it were taken awaye 
from the uttermooste cote which 
Peritonium gave unto it, cutting away 
also al the pannicles, that the vessels 
caryinge forth the substaunce and 
matter of sede to the stones, and also 
the vessels carying away the sede from 
thence to the Matrix shoulde appeare 
and bee seene. Also we have tourned 
over the bladder downewarde on the 
lefte syde, lykewyse breaking the way 
or conduite which beareth foorth the 
urine to it from the ryght kydneye, 
that the insertion of the wayes of 
bearyng forth the urine to the bladder 
myght appeare, and that the bladder 
shuld not let the inspection or sight of 
the Matrix or Wombe. Last of all 
we have cutte away from this fygure a 
portion of the bones above the privie 
membres, thot the neckes of the matrix 
and of the bladder might the more 
commodiously be sene. 
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The comparison of the Latin description with the English 
translation leaves no doubt that Raynalde boldly appropriated both 
the plates and their accompanying text from the work of Vesalius; 
he was not even at the trouble of altering personal details which 
referred to Vesalius, such as the allusion to his work at the University 
of Padua which occurs in the explanation of the ninth figure. In 
this respect, however, he did not differ from the editor of some of 
the later editions of Rhodion’s De Partu Hominis (e.g., that of 1556), 
who also borrowed some of Vesalius’s plates without acknowledgement. 

What has ben said above refers to the 1560 edition of Raynalde’s 
Byrth of Mankynde. When we turn now to the 1545 and 1552 
editions we find two other anatomical figures (making eleven in all), 
named the fyrst and second fygures, along with several differences 
in the accompanying descriptive letterpress. The wording of the 
Declaration differs slightly, the reference to corruptions in the 
printing not appearing. It reads: “The declaration by letters of 
the fygures folowyng, wherein be set forth to the eye every part in 
woman mencioned in thys Boke before.” The first and second 
figures, however, represent dissections of a man’s body, and at the 
end of the descriptive letterpress the editor somewhat ingenuously 
says: “Here ye shal be advertysed that although these ii fyrst 
fygures be made principally for ye man, yet may they serve as wel to 
expresse the woman: for the man and woman differ in nothyng but 
in the pryvie partes.” These two illustrations also are borrowed 
from Vesalius’s De Humani Corporis Fabrica, where they appear on 
pp. 355 and 356 of the 1548 edition, and are named the first and 
second figures of the Fifth Book. They are reproduced here as 
Figures III. and IV. I place, again in parallel columns, the Latin 
and the English, and it will be noted that the latter is not so strictly 
a translation of the former as in the descriptions of the 1560 edition : 


Praesenti figura tanta humani corporis In the fyrst fygure is set forth so 


portio delineatur, quanta ad peritonaei 
sedes ostendendas sufficit: exprimitur 
itaque hac figura anterior peritonaei 
sedes, sectionis serie ab octo abdominis 
musculis libera, nullaque ex parte 
dissecta. 

A,A,B,C,D. His characteribus peri- 
tonaeum insignitur, quodamodoque hac 
figura terminatur. 

E,E. Linea a mucronata pectoris ossis 
cartilagine ad pubis usque ossium com- 
missuram procedens, cui oblique des- 
cendentium et ascendentium, et trans- 
versim procedentium abdominis muscu- 
lorum nervosae tenuitates pertinacissime 
connas cuntur. 


moch of a man’s body as may be 
sufficient to show the forme of thee 
kell called Peritoneum: spoken of in 
the iiii Chapter, Whose compasse is 
here noted wyth A,B,C,D. 

A,A. Noteth the grystell, nether 
ende or poynt of the brest plate, in 
the pyt or pitch of the brest agaynst 
the stomacke. 

E.E. is a lyne descendyng upon Peri- 
toneum from the sayde grystle, downe 
to the myddle joynt of the share bone. 

F. is the navell. 

G. sygnifieth the sede vessels of the 
lefte syde in men descendynge out of 
the amplytude of the bellye. 
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Fie. I1I.—Figure from Vesalius’s De Humani Corporis Fabrica 
(edition of 1543) representing the dissection of a man’s body. 
It appears as Fig 1 of the Anatomical Figures of the 1545 and 
1552 editions of Raynalde’s Byrth of Mankynde, but is omitted 
from that of 1560 and from all subsequent editions. 
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Fic. 1V.—Figure from Vesalius’s Ve Humani Cor poris Fabrica 
(edition of 1543) representing the dissection of a man’s body; it 
appears as Fig. 2 of the Anatomical Figures of the 1545 and 
1552 editions of Raynalde’s Byrth of Mankynde, but is omitted 
from all the subsequent editions. 
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F. Umbilicus, quem inter dissecan- 
dum etiam adeptis abdominis musculis, 
gratia opportunae umbilici vasorum 
demonstrationis, reservare solemus. 

G. Seminaria sinistri lateris vasa suis 
membranis, quas a peritonaeo mutuantur, 
adhuc obvoluta. 

H. Seminaria dextri lateris vasa. 

I. Vena ac arteria quae potissimum 
inferiori sedi rectorum abdominis mus- 
culorum exporriguntur, quorum et hic 
quoque propendet portio. 

K. Vena et arteria, quae sub osse 
pectoris exporrectae, in anteriorem ab- 
dominis sedem prolabuntur, praecipué 
rectis abdominis oblatae musculis, ac 
superioré abdominis sedem universam 
quoque implicates: quemadmodum illae 
quas insignivimus, humilioré et pubis 
ossibus vicinioré implicat. 

L. Venarum soboles in peritonaei 
latera excurrentium, ac ab illis venis 
deductarum, quae aut 4 conjuge carente 
vena, aut geniculatim 4 cava pronas- 
cuntur, qua ipsius caudex lumborum 
vertebris colligatur, etc. 


H. is the ryght seede vessell: but 
thys G. and H. hath no place in the 
women. 

I. sygnyfieth the ascendinge vayne 
and artyre mencyoned in the last 
chap. 

K. the descending brest vaynes and 
artyres spoken of in the same Chapt. as 
for other letters that be in this figure I 
wyl make no further declaration of 
them, for because they serve nothing to 


‘this present purpose. 


Other differences between the edition of 1560 and those of 1545 
and 1552 remain to be noted. These consist chiefly of verbal 
differences in the descriptions of the figures. Figures 3, 4, 5, 6, 
7, 8, 9, 10, and 11 of the earlier editions correspond to Figures 
1, 2, 9, 3, 4, 5, 6, 7, and 8 of the 1560 edition. To show the extent 
of the verbal changes I place here in parallel columns the description 
of the fifth figure of the 1552 edition and the ninth figure of the 
1560 edition; they represent the same specimen, but, as will be seen, 


differ considerably :— 


1552 Edition. 


This 5 fygure is pourtrayed after ye 
quycke, bothe in length and bredth, 
according to the length and bredth of 
the matrix of a woman which was cut 
open for the same purpose by phisitions. 
But ye must understand that here ye 
founde or body of ye wombe or 
matrix is devyded in ye myddes: the 
forepart of the which, is turned up, for 
because that ye maye the better per- 
ceave ye cavite of the matrix signed, 
the uppermost with A.A.C. The nether- 
moste halfe wyth B.B.D. Item. C. in 


1560 Edition. 


And the nynth figure sheweth the 
Matrix cut forth of the body, being of 
that bygnesse as it was sene taken 
foorth of a woman at the laste Ano- 
thomye, which I dyd se at the univer. 
sitie of Padua in Italy. And moreover 
we haue so devyded and cutte a sunder 
the bottome of the Matrix by the 
myddle, that the concavitie and hollowe 
bought within the same myght be per- 
ceaved, and the thicke substaunce also 
of both the coates of the Matrix in 
women, when they be not with chylde. 
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the uppermost halfe and D. in the 
nethermost halfe show the seame or 
lyne spoken of cap. vi. E.E. both in 
the upper and also in the nether betoken 
ye crassenes or thickenesse of ye inner 
coate, wall or skyn of the matrix in 
wemen not beinge with chyld, through 
the contraction thereof as ye shall 
farther rede in the sayd. vi chapt. 
F.F. the propendynge or heldynge parte 
of the seme in the matrix spoken of. 
cha. vi. G.G. is the porte, oryfyce, or 
gate of the wombe. H.H. is the second 
and utter coate of the matrix geven to 
it from Peritoneum. I.I. on both sydes 
of the necke of the matrix, do sygnifie, 
part of the kel called Peritoneum, stick- 
ing yet to the sydes of the Matrix and 
the necke thereof. K.K. is the place 
where the matrix is fastened to the 
upper part of the privy passage. ca. vii. 
L. signifieth the stub of ye bladders 
necke, wher it entreth into ye forepart 
of ye privy passage. 


A.A.B.B. The concavitie and holowe 
bought of the bottome of the Matrix. 

C.D. A line somwhat after the 
maner of a seame called in Latin 
Scortum, which doeth belonge to the 
place wherein the testycle doo lye, 
whiche swelleth somewhat foorth into 
the bought of the bottome of the 
Matrix. 

E.E. The thickness of the inner and 
proper coate of the bottome of the 
matrix. 

F.F. A portion of the innermore 
bottome of the Matrix, swellyng foorth 
downeward from the hygher seate of 
the Matrix, into the holownes and 
bought of the bottome. 

G.G. The beginning of the necke or 
the opening place of the bottome of the 
Matrix. 

H.H. The seconde or uttermore in- 
folder of the bottome of the Matrix, 
descended from Peritoneum. 

I.I. Here we have reserved a portion 
on bothe the sydes of the thinne cover- 
ynges, descended from Peritonium, and 
conteynyng the Matrix. 

K. Here is also sene the substaunce 
of the necke of the Matrix, because the 
cuttyng wherwith we devyded the 
bottome of the Matrix, was begunne at 
this place. 

L. A part of the necke of the 
bladder, implanted into the necke of 
the Matrix, castynge foorth into it the 
urine. The swellyng partes of Abdo- 
men and whatsoever is els to be con- 
sidered therof, they may be sufficiently 
knowen without derection of Karacters. 


On comparing these two descriptions with the original Latin 
inscription found in Vesalius’s work I find that the first is a free 
and the second a literal translation thereof. In the first (that of 
1552) all mention of Padua is omitted, while in the second (that of 
1560) it is referred to with the addition of the words “ University of” 
and “in Italy” which are not in Vesalius’s text. On the whole, we 
must accept as substantially correct the statement made in the 1560 
edition, that “the declaration of the fygures .... in the former 
Printinges hath ben corrupted, but is nowe truely set forth,” if by 
that is meant a closer adherence to the text of Vesalius’s work. 

The Jonas edition of 1540 is supplied with no anatomical figures. 


(To be Continued.) 
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Extra-Uterine Pregnancy in Madagascar. 


By C. F. A. Moss, M.D., 
Medical Mission, Tananarive, Madagascar. 


Very soon after commencing practice in Madagascar, eighteen years 
ago, the question of extra-uterine pregnancy forced itself on my 
attention by the fact of my having missed the diagnosis in an 
advanced case. Having been ever since especially alive to the 
possibility of meeting with this condition, I have recognized that it 
is of comparatively frequent occurrence. 

I propose to detail as succinctly as possible the more important of 
my cases, but before doing so it may be useful to make a few general 
remarks on the social and gynecological conditions in Madagascar. 

The Malagasy belong to the Malay family, and their women are for 
the most part short in stature and delicate in frame. They commence 
to menstruate about the age of 12 and frequently marry between 
12 and 14. It often happens that in respectable families a girl is 
allowed to marry immediately after the onset of puberty, in order to 
obviate, if possible, the risk of moral lapses likely to cause disease 
and sterility. There is, however, a very great amount of sexual 
immorality in both men and women, which is one factor explaining 
the great frequency of diseases of the reproductive organs. 

In women, endometritis, chronic pelvic peritonitis, and inflamma- 
tory affections of the tubes and ovaries with adhesions, are all very 
common ; carcinoma is occasionally seen, and fibromyoma is frequent, 
the latter having been diagnosed in as many as 1'6 of all the patients 
seen in one year. Pelvic cysts are also not uncommon. Many causes 
tend to induce inflammation in the genital tract, such as gonorrheal 
infection, sexual excess (even sometimes during menstruation and 
the puerperium) and want of care after abortion and labour. Two or 
three days’ rest after an abortion is often thought sufficient. There 
is therefore a great sphere for the inculcation of proper hygienic 
principles. 

I must apologise, at the outset, for the scrappy and often in- 
complete character of the observations here offered, which has been 
due to two causes. During the first seven years of practice, the 
hindrance was the large amount of general work that had to be done, 
a hospital with nearly 100 beds being under the care of my colleague 

and myself. General surgery was practised, outpatient cliniques 
were carried on, and teaching was given to native medical students. 
These latter were of help in making and recording observations, but 
the record is often found to be not quite complete. We had the 
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assistance then of an English nurse with a large staff of native nurses, 
and a native doctor. During the latter period of eight years the 
difficulty was inadequacy of outfit and assistance. The Hospital had 
passed into the hands of the Government, and my work was done with 
the help of a native doctor and of a few nurses and untrained assistants. 
Surgical work had to be carried out in the patients’ homes or in the 
outpatient room, until we were able to secure a modest building as a 
cottage hospital, which, however, was inadequate in size and outfit 
for the carrying on of anything like the amount of abdominal surgery 
that should have been done. The responsibilities of practice in a 
tropical country left one with scant leisure or energy for making 
adequate records. One had to be one’s own house-surgeon and 
registrar, and the claims of other professional work made it impossible 
for one to devote oneself to a proper scientific study of one’s results. 
Thus in comparatively few of these cases was the diagnosis of extra- 
uterine pregnancy verified by operation, never by post mortem ex- 


amination, nor was any microscopic examination made of the speci- 
mens obtained. 


The provisional diagnosis was as follows :— 


Tubal gestation with small peritubal hematocele... ... ... ... 16 
with large pelvic hematocele ... ... ... ... 32 
(in 4 of which the diagnosis of extra-uterine pregnancy 
was made before the formation of hematocele) 
Ruptured tubal gestation .. 


4 

Tubo-ligamentary development 4 
(3 of which were verified by eperstion) 

Tubo-peritoneo-abdominal (verified by operation)... ... ... ... 4 


I propose to describe first the cases in which an operation was 
performed. 


A. Cases operated upon. 

Laparotomy was done in the following conditions :—At the time 
of rupture 3, some weeks after rupture 1, for presumed continuance 
of the gestation 3, at mid term 1, at full term 2, after term 3. 


Posterior colpotomy for hematocele was done in 7 cases and 
incision in the iliac region once. 


Cases seen at rupture. 
(1) January, 1903: a 4-para whose last child was born 7 years pre- 
viously. She had had 2 months’ amenorrhea and had then com- 
plained of frequent hemorrhages during 2 weeks, epigastric dis- 
comfort, and pain in the hypogastrium and on sitting. 
On examination the cervix uteri was anterior, the corpus, enlarged 
to twice its normal size, posterior and to the right; in the posterior 
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fornix was a soft, round, tender swelling, equal in size to a hen’s egg, 
a little to the right of the middle line and tailing over to the left. 
There was a furrow between it and the uterus. The diagnosis of 
tubal pregnancy was made and the patient watched, as we were not 
anxious to operate in the absence of hospital accommodation. 

After one week the patient was seized with sharp pain in the 
hypogastrium, and on examination was noticed to be very pale, very 
calm, with pulse 140 and exceedingly weak. The abdomen was some- 
what distended, and on vaginal examination there was found to be 
indefinite fulness in the right fornix. . 

Ergotin and extract of supra-renal capsule were given as well as 
strychnine and spirit. ammon. aromatic., but the pulse, though it 
became stronger, continued to increase in frequency. 

At the operation much free blood was found in the abdominal 
cavity. The left tube was found dilated into a large sac, extending 
nearly up to the uterine end; it was ligatured and removed, along 
with blood clot and a3 months’ foetus, which had escaped. The pulse 
sank to 136 soon after clamping the tube. 

The after progress was good, in spite of the fact that we had to 
operate in a native room, where floors, walls and ceiling were alike 
filthy. 

Aperients had to be continued in frequent small doses for 3 days 
before they began to act, and even enemata had not much result. A 


membrane, presumably decidual, was passed on the fourth day. It 
will be noticed that the left tube, which contained the gestation sac, 
crossed over to the right of the pouch of Douglas. 


Description of specimen by Dr. Cuthbert Lockyer, to whom it was 
submitted for examination and report, June 14th, 1907. 


“This specimen is very much discoloured, being now of a dull 
lead tint and very friable. The remains of the tube show an ovary 
attached to it. The latter contains a recent corpus luteum which has 
lost all its colour and is only distinguishable by the arrangement of 
its layers. The thinned out tube is torn across at the point where it 
joins the undilated portion. The gestation sac has been separated 
from the tube; it measures 2 in. x2 in. and contains placental tissue. 
A foetus measuring 2} in. in length, with its head torn off, accom- 
panies this specimen. 

“ The tissues are useless for microscopy.” 


(2) A multipara, whose last child was born 1 year previously, 
gave a history of 2} months amenorrhea, followed by profuse hemor- 
thage for one day and then 6 weeks’ amenorrhea again. She was 
seized one morning while sewing with sudden pain in the epigastrium 
and abdomen (April 22nd, 1905). When seen about 8 hours later she 
was extremely pale and collapsed, yawning much, with a pulse of 132 
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and very small, and heart-sounds almost inaudible. The uterus was 
found to be anterior and pushed over to the left ; there was some swell- 
ing in the right fornix, and the abdomen was somewhat distended and 
tender. Some improvement followed on giving capsules of nitrite of 
amyl] for inhalation during preparation for operation. 

The sac was on the right side occupying the inner third of the 
right tube and was about the size of a bantam’s egg; there was a small 
rupture on its postero-inferior aspect. The size of the sac corresponds 
with the statement of 6 weeks’ amenorrhea immediately preceding 
this illness, but does not explain the previous 2} months’ amenorrhea. 


Description of specimen by Dr. Cuthbert Lockyer, to whom it was 
submitted for examination and report, June 14th, 1907. 


“The proximal third of the Fallopian tube is distended into an 
unruptured sphere which feels cystic as though containing an amnio- 
tic cavity. The outer two-thirds of the tube are swollen and turgid. 
The ovary contains no corpus luteum. A pendulous hydatid of 
Morgagni is attached to the fimbriated end of the tube. 

“This is a very pretty specimen well worth preserving. 

“ HISTOLOGICAL EXAMINATION. The small, spherical, cystic dilata- 
tion, at the proximal end of the tube, has been incised longitudinally. 
It reveals a tiny amniotic sac, with a minute embryo inside it. This 
has been prepared for microscopical examination. 

“The microscopic section shows that the gestation sac lies 
eccentric to the lumen of the tube. The latter has been cut in two 


places owing to the obliquity of the section and to torsion of the 
lumen itself.” 


There was much free blood in the abdomen. 
Recovery was delayed owing to suppuration in the lower part of 
the wound and separation of the ligatures. 
The patient had a normal delivery one year after her operation. 


(3) A woman, who was a nullipara, stated that she began to suffer 
from pain in the left inguinal region and from nausea when her 
period became due. A discharge occurred after one week, and she 
complained of giddiness, and pain on micturition and defecation. 

On examination about the eighth week of pregnancy the cervix 
and corpus uteri were found to be pushed forward by a rounded soft 
swelling connected with the left tube. Extra-uterine pregnancy was 
diagnosed. During the 3 weeks that she was under observation ir- 
regular pain and discharge were of frequent occurrence; a decidual 
membrane was passed at about the tenth week. A little tympanitic 
distension was noticed during the eleventh week, following a sharp 
attack of pain. Three days after this she was found pulseless, with 
thirst, dyspnea, perspiration, abdominal tenderness and distension, 
and pain on defecation and micturition. 
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There were not at that time the facilities for operating that we 
afterwards enjoyed, hence the rupture was not anticipated by opera- 
tion. At operation (Sept. 22nd, 1900), the pulse was 160; a mass of 
clot of varying ages was removed from the pouch of Douglas and the 
left side of the pelvis, and the left tube was ligatured and removed. 
There was much fluid and clotted blood in the abdomen and a 
3 months’ fetus. There was a little tear in the posterior uterine wall 
but no bleeding from it. There was some oozing from a source not 
discovered, for which the pouch of Douglas was packed with iodoform 
gauze. The patient was better after the operation, but sepsis 
occurred, and she died on the third day. 


The first two of these cases were due to rupture of the tubal 
pregnancy, the third to secondary hemorrhage in a tubal mole. 


Case seen after rupture. 

(4) April 9th, 1901. Operation in this case had to be done when 
the patient was in extremis, and it was incomplete, so that there was a 
great deal of uncertainty, even after the diagnosis. 

The patient was a 6-para, whose last confinement was 18 months 
before. She had had three months’ amenorrhea, followed by one 
month’s severe illness with hypogastric pain, for which she ulti- 
mately went to a hospital. After one week the pain and weakness 
were so much increased that the relatives became alarmed and took 
her home. I saw her on the following day and found her pale and 
anxious, without dyspnea, with abdomen tender and markedly 
tympanitic in its lower zone. The pulse was 136, small and thready, 
and after four hours it became almost imperceptible. The cervix was 
lying posteriorly and was soft, and there was an indefinite swelling 
anterior to it, but pain prevented complete examination. The condition 
being diagnosed as one of ruptured tubal pregnancy, laparotomy was . 
performed, but the intestines were found matted together, the 
omentum was dark and adherent to the right pelvis; the uterus was 
anterior and small and there were two sacs, one nearly twice the size 
of the uterus and above it and to the right, the other going out to the 
right pelvic wall and with an oozing rent in its posterior wall. 
Opposite this there was a green area in the bowel to which it had 
been adherent, and dark fetid blood escaped on manipulation. The 
bowels were not distended. 

The patient’s general condition was so bad that the operation was 
discontinued, and she died the same night. The cause of the fetid 
collection of blood and of the apparently almost gangrenous condition 
of the bowel was not determined, as post mortem examinations are 
rarely possible. 


Operation for suspected continuance of gestation. 
(5) A 13-para, whose last child was still at the breast, complained 
of menorrhagia and pain on the right side following 6 weeks’ 
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amenorrhea. The blood was very dark and often contained small 
clots and the bleeding lasted one month. There were occasional 
paroxysms of pain. A soft, tender, rounded swelling, about equal in 
size to a hen’s egg was found in the right fornix, and increase in size 
was very marked during the few weeks of observation. 

On operation (October 19th, 1905), a large sac was removed, which 
was separated from the uterus by half an inch of tube. The appendix 
was firmly adherent to the sac and was removed with it. A little piece 
of membrane with old clot was peeled off the bladder, but apart from 
that there was no blood in the peritoneal cavity. 

The patient’s recovery was uneventful. 


Description of specimen by Dr. Cuthbert Lockyer, to whom it was 
submitted for examination and report, June 14th, 1907. 

“This specimen is as hard as a stone, and the bottle had to be 
broken to get it out. 

“The appendix vermiformis and its fatty mesentery are adherent 
to a distended tube. The latter has been enlarged into a thin-walled 
sac, measuring 1} in.x 1} in., and containing blood-clot. 

“This specimen is useless for microscopy.” 


(6) A very similar case was that of a 12-para whose last child 
was 18 months old. 

Four days after her last menstruation there was profuse hemor- 
rhage with pain in the right side, sweating and faintness. A small, 
rounded, soft swelling was felt in the right tube, and afterwards 
projected into the pouch of Douglas, finally attaining the size of an 
orange. Tympanitic distension occurred from time to time in the 
right iliac region, and peristaltic movements were visible. The 
bleeding continued irregularly and the blood was dark and thick. 

On operation (March 31st, 1906), the right tube contained a swell- 
ing in its ampulla, and the pouch of Douglas was occupied by a clot 
reaching to above the level of the fundus. The uterus was a little 
enlarged. The tube was ligatured and removed. 


Description of specimen by Dr. Cuthbert Lockyer, to whom it was 
submitted for examination and report, June 14th, 1907. 

“This specimen has the naked-eye appearances of a peri-tubal 
gestation which has ruptured, z.e., the fimbriated end of the tube 
opens out into a large, thin-walled sac, with a lining of (?) gestation 
products. The end of the tube nearest the sac is distended with 
blood-clot, and this has been cut into sections for products of gesta- 
tion. The sac has also been cut in order to see if it is a part of a 
dilated tube or an adventitious sac formed around a tubal abortion. 
The blood-clot in the tube contains chorionic villi, and the thin- 
walled sac is composed of tubal wall, which therefore underwent 
considerable stretching before rupture.” 
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The next day the patient’s condition was very alarming; she had 
tympanites, much abdominal pain, and a quick, thready pulse, which 
increased steadily in rapidity. Hemorrhage was suspected, but on 
reopening the abdomen we were surprised to find general peritonitis 
instead. It was found that there was a very fetid vaginal discharge, 
which, however, had certainly not been present at the time of opera- 
tion. The conclusion come to was that the decidua had begun to 
separate from the uterus and was infected, even though this was not 
revealed by vaginal discharge, that the interference had set up uterine 
contractions and so induced both the appearance of the discharge, 
and also regurgitation through the divided tube which in its turn had 


infected the peritoneum. Very great care was taken to avoid danger 
of septic infection so that its onset was all the more mysterious to us. 
The patient died the same evening. 


(7) Patient was about 40 years of age and had had one child many 
years before. 

After 3 months’ scanty and dark menstruation, she anticipated 
her next period; she complained of colicky pains, fulness in the 
epigastrium, pain on micturition and defecation, and frequent faint- 
ings. 

The cervix uteri was found to be pushed forwards, the corpus was 
to the left. A soft, rounded swelling, the size of a duck’s egg, 
occupied the posterior fornix. There was felt on the right side, on 
deep pressure, a large, rounded swelling, reaching up to the um- 
bilicus, the lower margin of which was at first concave, but later 
another soft, rounded swelling, appeared in the right fornix and 
depressed the vaginal roof on that side; it was found to be continuous 
with the large sac; again another appeared in the right iliac region 
outside the large swelling. These swellings underwent evident in- 
crease, so that laparotomy was done (May 3rd, 1904) in the expecta- ~ 
tion of finding a developing fetus in the right broad ligament. 
However, a tense, dark-red sac was found, with the uterus pushed 
over by it to the left. The contents were clots, and there were various 
pockets found deeply, from which there was free bleeding. The sac 
was plugged in order to control this. Recovery was good, in spite of 
3 or 4 days’ misery due to the anesthetic. 


Operation at mid-term. 

(8) Patient was a 3-para, whose last confinement had occurred 
8 years before. 

She had had amenorrhea for 3 months, with symptoms of preg- 
nancy, and then recurring attacks of hypogastric pain during 2 days. 

The cervix uteri was soft and was directed posteriorly; the corpus 
was situated anteriorly and was somewhat enlarged. There was in- 
definite fulness in each lateral fornix and much tenderness. After one 
week the cervix was found driven forward, there was a small hard 
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fixed body in the pouch of Douglas with fulness in the lateral fornices 
as before, but a large swelling had appeared on the left side, coming 
to 2 finger breadths below the umbilicus, filling the left iliac region, 
and having an abrupt straight right margin; it was scarcely reached 
by vaginal examination. Dark discharge appeared after this, with 
occasional attacks of pain, vomiting and tympanites. The pulse 
was 116. 

For some time the swelling appeared to be stationary or even to 
diminish slightly in size, but finally it became evident that it was 
developing and a souffle was heard in a small area above the pubes. 

Operation was done at about the fifth month (May 9th, 1906), when 
the sac had reached up to the umbilicus. The omentum was adherent 
to the sac anteriorly. The uterus was in the anterior wall of the sac 
at its lower part and slightly over to the right. The sac was stitched 
to the edges of the abdominal wound, opened, the foetus removed alive, 
and its cord cut short up against the placenta. The placenta was found 
to be adherent over the greater part of the lower half of the sac, and as 
there was fairly free bleeding going on, no attempt was made to 
remove it; the sac was tightly plugged. 

The after-history of this case was that sloughing of the remainder 
of the cord took place, and some decomposition of clot which was 
eventually controlled by peroxide of hydrogen. The decidua was 
passed on the fifth and seventh days after operation. Sharp hemor- 
rhage occurred once or twice after gently pressing on each side of the 
wound. Finally the discharges ceased, the sinus healed up, and the 
placenta showed no signs of detachment; after 2 months the patient 
left cured. 

This case was evidently one of tubo-ligamentary pregnancy on the 
left side, retro-peritoneal in development. The placenta must have 
occupied the lower part of the sac behind the uterus the child being 
uppermost; the point of attachment of the placenta was not dis- 
covered on account of the onset of hemorrhage. It was remark- 
able that at no time was the lower edge of the sac felt per vaginam 
except on very deep pressure. 


Operations at term. 


(9) The diagnosis in this case was made at the seventh month. 
There was much distension of the lower part of the abdomen, with a 
swelling, homogeneous in character and doughy in consistence, extend- 
ing on the left side up to the ribs. In the hypogastrium there was an 
area in which contractions occurred from time to time. The cervix 
was too high up to be defined, the whole of the vagina was pushed 
forwards by a large rounded hard mass, which distended the posterior 
fornix. A souffle was heard around the umbilicus and fetal move- 
ments were felt. There were tympanitic distension and constipation, 
for which suitable treatment was given. 
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It was intended to have kept the patient under observation with a 
view to operation, but she came under the charge of another surgeon, 
who operated at full time (1902?), with successful results to both 
mother and child, but whether the operation was a vaginal one or 
done on the left side of the abdomen I am unable to say. 

The movements of the child were not very marked, and the sac 
did not appear to be near the hand on palpation, from which one 
would judge that this case was not unlike the last one recorded, viz., 
retroperitoneal, but with the child’s head pressing down on the 
posterior vaginal wall. 

(10) This patient was seen as long ago as 1890.* It was her first 
pregnancy, and she appeared to have had no symptoms to cause 
suspicion of anything extraordinary. 

After false labour extending over 3 days, during which the move- 
ments of the child ceased, she passed a foul piece of membrane, and 
the abdomen was said to have decreased in size. The cervix was 
flush with the vaginal roof, the os a little dilated and rough. There 
was indefinite hardness in the fornices and the discharge was foul. 
The abdominal enlargement was from side to side, but the parts of 
the child were not very well felt. On opening the abdomen there 
were some clots and dark fluid blood, but not in large quantity. The 
cord was seen among the clots to the left of the middle line. The 
child was in the upper zone of the abdomen, with its head to the 
right, its feet to the left, and its body directed anteriorly. It 
appeared to be free among the bowels. It was covered by omentum 
at one spot. <A coil of large bowel crossed below the body of the 
child about the middle of the incision, and the cord passed over this 
coil to reach the child’s umbilicus. The placenta was anterior to the 
uterus and attached on each side of the pelvis; at the lower margin a 
membrane was felt connecting it with the parts below, which pre- 
vented the fingers from absolutely meeting; its upper limit was half-° 
way between the umbilicus and the pubes, and the cord was attached 
anteriorly. The whole placenta was smooth. The uterus and broad 
ligament were posterior to the placenta, and in the right broad liga- 
ment were three cystic masses, each the size of a mandarin orange, 
which yielded a little blood on introducing a hypodermic needle. 
We were too frightened to remove the placenta at the time, con- 
sequently sepsis developed and the placenta had to be removed on the 
sixth day. At that time there was clearer evidence of the existence 
of a sac separated from the bowels by a thin membrane. The patient 
developed septic pneumonia and died on the seventh day. 

The case puzzled us a good deal at the time but we put it in the 
category of abdominal pregnancies, concluding that the membranes 
had spread from their attachment to the placenta to the anterior 
abdominal wall, omentum, transverse colon, and thence on to the 


*See Edin. Med. Journal, 1894. 
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posterior abdominal wall, down into the pelvis and forwards to 
include the uterus. Probably also the placenta could easily have 
been removed; its probable source was the right tube in the neigh- 
bourhood where those lumps were found, and from that attachment it 


grew across the pelvis, only adhering, however, to the other side and 
nowhere between. 


Operations after term. 


(11) This case also occurred in 1890, in the practice of a Norwegian 
colleague. The patient had had one child 15 years previously. There 
was a history of attacks of hypogastric pain, amenorrhea, some 
discharge, constipation, giddiness, followed by increasing severity of 
the symptoms, flatulence and tympanites. The growth of the child 
seemed to be wholly on the right side. 


On operation about 3 months after term, the sac was found ad- 
herent to the abdominal wall on each side of the incision ; it contained 
dark, olive green fluid, and there were adhesions between the sac and 
the child containing fluid in their meshes. The placenta was dry 
and easily removed from its position in the lower part of the sac. 
The uterus was in the anterior wall of the sac. The ultimate result 
of the operation was good. 


This would seem to have been again a retroperitoneal development 
originating in the right tube. 

I had seen the case at about the seventh month of pregnancy, but 
had not diagnosed anything abnormal in the site of the gestation. 


(12) The patient had had one living child and several abortions, 
the last of which was 14 years before this pregnancy. She stated 
that at her last period she had had severe pain in the hypogastrium 
and rectum and had fainted. She continued to suffer from frequent 
attacks of pain, flatulence, tenesmus, dysuria and bloody diarrhea. 

On examination about six months later, the abdominal swelling 
was found to reach two inches above the umbilical level on the right 
side and rather lower on the left. There were two rounded hard 
swellings on the left side, in which contractions occurred, one near 
the umbilicus and one near the pubes. The foetal heart was heard in 
the normal position on the left side, beating at the rate of 160. 

The cervix was very high up behind the symphysis pubis and the 
os directed anteriorly; the aforesaid contracting areas seemed to be 
in line with the cervix. The posterior fornix was greatly distended 
by the foetal head, which came down to one inch from the ostium 
vagine and blocked both rectum and vagina, so that only one finger 
could be admitted. 

There seemed to be some slight contractions occurring occasionally 
over the whole swelling, so that there was just a faint doubt in our 
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minds as to the possibility of retroverted gravid uterus, though there 
were no other symptoms in favour of such a diagnosis. On this ac- 
count very gentle pressure was applied under chloroform, which cer- 
tainly gave relief to the rectal symptoms but caused an attack of 
tympanites and abdominal tenderness. This attack culminated in the 
passing of decidua, after which the symptoms improved. The head 
receded a little and the sac slightly decreased in size; probably the 
child died at that time. After about 2} months some hemorrhage and 
pain occurred ; the right side was tenser and fuller and was also tender; 
on the left bones were felt. There was then a little rise in tempera- 
ture and pulse rate, with bad appetite and vomiting, produced prob- 
ably by slight septic absorption. 

Laparotomy was therefore performed, on February 5th, 1895. A 
bluish, smooth, shiny swelling was revealed, like an ovarian cyst. The 
upper edge was adherent to the omentum. The uterus was on the left 
side and seemed normal; it was between the sac and the anterior 
abdominal wall. The sac was stitched to the edges of the incision and 
opened. There was no fluid; the placenta filled the right side and the 
child the left, and as previously noted the head was downwards. The 
placenta was bloodless, very large, folded from above downwards, and 
the sac wall was moulded accurately to it; unfortunately it was thrown 
away, so that we could not ascertain its weight, ete. There was a rent 
in the posterior wall of the sac, and the omentum was adherent to the 
placenta through it. There was a small thick-walled sac in the lower 
part of the interior of the gestation sac on the right side. 

This was again a case of retroperitoneal development of tubo- 
ligamentary pregnancy, where the placenta had probably been 
attached to the right tube and grown from that situation; the small 
sac referred to had possibly some relation to the placental origin. 


The peritoneum from the pouch of Douglas had been raised, but only . 


as high probably as the lower uterine segment. The child was on 
the left side. 


The patient made a good recovery. 


(13) I was called to see a nulliparous patient in consultation, and 
heard the history that she had had a discharge for one month early in 
her pregnancy ; there had been a false labour with discharge and the 
passage of a membrane. I found a cystic swelling on the right side 
reaching up to the umbilicus, and, on account of the history, advised 
operation, but, owing to uncertainty as to the choice of a surgeon, the 
patient was allowed to drift into a cachectic condition, so that the 
operation, which was eventually performed, proved fatal. 


(14 to 21) It is unnecessary to devote more than a sentence to the 
eight operations undertaken for hematocele, as they were in no way 
extraordinary: one, however, had sepsis and purpuric spots before 
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operation, but made a good recovery; another had sepsis, I believe 
before operation, and died. One case was diagnosed as pelvic abscess, 
and operation was done in the groin; there seemed at the time every 
prospect of recovery, but a violent hemorrhage occurred during the 


night, which proved fatal before anything radical could be done 
for her. 


B. Cases not operated upon. 


(a) Taking these according to the duration of pregnancy, the 
first is one of rupture at about the third month, which was seen by a 
colleague, but the patient appeared too much collapsed for operation. 

Sixteen appear to have been cases of tubal abortion with peri- 
tubal hematocele, the symptoms of which were all fairly similar; the 
following may be taken as a type: — 


(b) A 2-para, whose younger child was 17 years old, had two 
months’ amenorrhea succeeded by attacks of violent pain in the right 
iliac region and hypogastrium, passing through to the back. On 
first examining her (1902) I found the cervix uteri posterior and the 
corpus anterior, soft and enlarged. There was a small rounded swell- 
ing very high up in the right fornix. 

During one visit there was a sharp attack of pain, which caused 
blanching; the pulse was 96, the vagina was much encroached upon 
to the right by a soft, ill-defined mass. Next day there was some 
tympanitic distension, and the upper edge of the swelling was found 
4 finger breadths above the fold of the right groin. This swelling 
very soon diminished somewhat and was localized to the anterior part 
of the right lateral fornix. 

A dark discharge appeared at the tenth week, followed by the 
painful passage of a membrane, which I examined. There was then 
slight extension upwards of the swelling to 5 finger breadths from 
the groin, but on percussion the note was tympanitic over the greater 
part, so that evidently the swelling was not of solid consistence ; 
per vaginam also it was found to encroach much less on the 
right fornix. Attacks of pain and irregular discharge continued 
from time to time. The swelling diminished in size but with one or 
two periods of slight increase, and finally at the end of 3 months it 
was entirely absorbed. Here there would seem to have been a tubal 
abortion, indicated by the attacks of pain, the character of the dis- 
charge, and the rounded circumscribed swelling; slight bleeding took 
place from time to time from the fimbriated extremity of the tube 
into the abdominal cavity, but anteriorly to the broad ligament; it 
was never sufficient to cause fainting. 

Of larger heematoceles there were 32 cases, of varying degrees of 
severity. 

(c) Atypical case, seen in 1900, was that of a 2-para, whose last child 
was born 5 years previously. After missing one period she commenced 
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to have slight attacks of pelvic pain and a little discharge, which 
gradually increased till near the end of the second month, when it was 
profuse, with clots and shreds, great pain in the hypogastrium, anemia, 
abdominal swelling, frequent micturition and difficult defecation. 
On examining I found the pulse was 100; the cervix was small and 
driven forwards. In the pouch of Douglas was a rounded swelling 
pushing down the vaginal roof, with a convex margin towards the 
vagina and rectum. The uterus was not differentiated but there was 
a large effusion reaching up as high as the umbilicus and right across 
the lower part of the abdomen, sinking to the level of the anterior 
superior iliac spine on the right, but lower on the left. 

After a month’s treatment the corpus uteri was felt anterior and a 
little enlarged, the cervix posterior with some irregular hard swelling 
in the posterior fornix, but no longer anything abnormal on the right 
side or on abdominal palpation. 

I have not attempted to distinguish between intra-peritoneal and 
broad ligament hematoceles in this group, as no operation was per- 
formed on the patients, but while the case just related may be taken 
as one of intra-peritoneal hemorrhage, the following will perhaps 
illustrate the other variety :— 

(d) The patient, seen in 1901, was a 4-para, who had had an abor- 
tion one year previously. Menstruation had been irregular for 3 
months, the last period having lasted only one day, but after an 
interval of a week there was a continuous discharge for two weeks, 
scanty and painful, and something membranous passed. She com- 
plained of hypogastric pain, nausea and giddiness. 

The uterus was at that time posterior and fixed, and there was a 
small, rounded, movable swelling above the right fornix, thought to 
be ovarian. After a severe attack of pain the patient was found to 
be suffering from tympanitic distension, with tenderness in the right 
iliac region, nothing definite to be felt on vaginal examination, pulse 
of 112 and temperature of 103°2°F. 

On the distension subsiding the uterus including the cervix was 
found to be pushed markedly forwards by a large rounded swelling, 
which depressed the right fornix and extended up to 3 finger breadths 
from the umbilicus. This was followed by tenesmus, and the posterior 
fornix was found to be depressed by a large rounded swelling, which 
increased downwards between the rectum and vagina until it nearly 
reached the anus. The lower margin of the swelling above the right 
fornix was concave; the left fornix was free. The concavity of the 
lower border and the involvement of the tissues so near the anus led 
me to think of the effusion as being in the broad ligament. 

These hematoceles were allowed to diminish under general treat- 
ment with rest, as hospital accommodation was very limited and 
many of the patients only came under observation some time after 
the critical event. After satisfying ourselves therefore that there 
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was no rapid internal hemorrhage proceeding, expectant treatment 
was adopted, with invariably good result. It is true that the same 
end would probably have been arrived at much sooner by operation, 
but, where time is not of great value to the patient, it seems quite 
possible to obtain a cure in this less drastic manner, always provided 
that sufficient watch is kept on the patient in case secondary rupture 
should occur. 

The objection that such patients are left with damaged tubes and 
some chronic disturbance of the relations of the pelvic peritoneum is 
not borne out in these, many of whom I had the opportunity of 
watching after their recovery. 


There remain for consideration a few cases of more advanced 
extra-uterine pregnancy and cases after term. 

(ec) One case, a nullipara, seen in 1905, was watched until about 
the fifth month, when operation was about to be performed, but the 
patient succumbed to the chloroform, of which about two fluid 
drachms in all had been very carefully administered. 

She had had scanty menstruation, followed in a week by a dark, 
foul-smelling discharge. This had recurred, and she had had also 
attacks of epigastric distension, vomiting, pelvic discomfort, diffi- 
culty in micturition and defecation, with some swelling in the right 
iliac region. The cervix uteri was long, hard, and directed anteriorly, 
the corpus posterior, and there was a rounded hard swelling depressing 
the right lateral fornix. The physical signs did not at first rouse 
suspicion of pregnancy. She had paroxysms of abdominal pain with 
tympanites from time to time and much pain down the right thigh. 
The swelling on the right increased gradually, and darkening of the 
linea nigra and areole appeared, so that we then diagnosed a growing 
- extra-uterine pregnancy. The cervix softened, and there was noticed 
the same condition as described in case no. 8, viz., the deep pressure 
that had to be exercised before the lower pole of the sac could be felt 
per vaginam. 

The decidua was passed at about the fourth month, and the swell- 
ing which had grown up to the umbilicus ceased to increase. There 
was much tympanites with pain at that time. The swelling after- 
wards decreased somewhat and came nearer to the examining finger 
per vaginam; there was some evidence of septic absorption in a con- 
tinued elevation of pulse to about 100 and temperature to 101°F. 
For this, operation was about to be done, when there occurred the 
tragic fatality which has been alluded to. 

There was great resemblance in many ways between this case and 
no. 8, with which probably it would have been found to correspond 
anatomically, with the exception of the difference in the side affected. 

(f) Another case was seen at term in 1895, of which no. 12 gives an 
almost exact description. The patient was a 4-para, whose last child 
was born 6 years before; she gave a history of 6 weeks’ amenorrhea, 


Moss: Extra-uterine Gestation 209 


followed by scanty discharge (brought on by medicine) and evidently 
some peritonitis. During her pregnancy she suffered from constipa- 
tion, tympanites, and excessive vigour of the movements of the child. 

At term, the abdomen was barrel-shaped, the abdominal swelling 
reached a line from the right anterior superior iliac spine through 
the umbilicus to the left lower ribs, the child was on the left, with 
breech in the hypochondrium and head in the posterior fornix, where 
it was pushed down by the pains and nearly blocked the rectum. The 
uterus contracted visibly. After false labour a decidual membrane 
was passed. 

The treatment by waiting till the placenta might have become 
dry, which had proved satisfactory in case 12, was adopted here, but 
the patient developed influenza and died a month after labour. 

(g) In another case diagnosed in the out-patient room at the eighth 
month during 1891, the patient had the enlargement of the abdomen 
markedly from side to side; there was a swelling felt extending up as 
high as the umbilicus, the child was in the upper part of the abdomen 
with its body in the left hypochondriac and lumbar regions, and the 
extreme freedom of its movements, and the ease of palpating the 
parts excited suspicion. We ascertained that no child was born; she 
retained fair health for six years and then developed an abscess, 
which ruptured in the vagina, foetal bones being discharged. 

(h) Another case, seen in 1902, had hemorrhage at about 8} 
months, and passed “something.” The movements of the child 
ceased, and on my examining her some weeks later there were fever, 
pain widespread in the abdomen, uterus including cervix pressed 
down, and a round hard tumour slightly movable and extending up 
to the epigastrium, distending chiefly the umbilical region and con- 
taining various hard masses much like bones. 

There was no opportunity of operating at the time, and before 
anything could be arranged, the patient disappeared. 

Two other cases were noted that ended in suppuration. 


(i) One, of which I was told by a colleague about 1893, had had 
her only child 6 years before: the gestation developed on the left side 
but did not go on to full time. There was a history of fainting and 
great weakness late in pregnancy, after which an abscess formed on the 
left side and bones began to be passed, but the patient succumbed to 
the strain. 

(j) The other had cramp-like pains in the right iliac region with 
symptoms of internal hemorrhage. At 5 months the abdomen ceased 
to grow, an abscess developed and ruptured at the umbilicus, through 
which the foetus was passed in a flattened condition. I saw the 
patient after that and found a tense homogeneous swelling extending 
up to the umbilicus, with fetid pus escaping from the sinus. She 
declined operation, but I had the opportunity of seeing her strong 
and well some years later. 
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On the 67 cases under review a few notes have been made of a 
general character. 

Family. Fifty-four cases were enquired into with the result that 
13 were found to be nulliparous and 41 parous, the families of the 
latter ranging from 1 up to 13; 20, however, had only one or two 
children. 

Last pregnancy. This was noted in 37 of the 41 parous cases, and 
in 20 was under 2 years, in 7 from 5 to 7 years, and in 9 a longer 
time. 

Amenorrhea. In 62 cases enquired into, the replies were not 
clear in 15, in 1 menstruation had recurred, in 10 amenorrhea was 
for less than 6 weeks, in 34 it was from 6 weeks to 3 months, and in 
2 it seems to have been 3} and 4 months before the onset of symptoms. 

Decidual membrane. This was certainly passed in 15 cases and 
probably in 9 others. 

Pain. Acute pain was complained of in at least 51 out of the 
67 cases. It was accompanied with faintness in 23, with faintness 
and vomiting in 5; in 10 cases pain or difficulty in micturition was 
complained of. 

The children. In the 5 cases operated on at or after term, I have 
no note of the condition of the child in one (no. 13). In no. 9, where 
the child was living, I believe it to have been quite healthy and well 
developed. In nos. 10, 11 and 12, where the children were dead, 
there was no appearance of deformity or malnutrition even in the case 
of abdominal pregnancy (no. 10). In no. 8, operated on at mid term, 
the child was alive and normally developed. 

Position. The right side seems to have been more frequently the 
seat of development than the left, but this point cannot be decided 
without operation, as the tube sometimes crosses over the middle line 
and thus gives a wrong impression as to its point of origin. 


In bringing this paper to a close I should like to note a few points 
of a practical character. 

(1) The comparative frequency of this condition. These 67 cases 
have occurred almost entirely in the practice of one medical man 
during 15 years and among a small population, Tananarive itself, 
where probably three-quarters of the cases originated, being a town 
of only about 60,000 inhabitants. Others in the district have noted 
cases though not to an equal number. 

(2) If the patient is seen during the time that serious bleeding is 
proceeding, it is unquestionally wise to operate at once, whether one 
suspects rupture or tubal abortion. Delay on this point is sometimes, 
however, almost imperative, not perhaps in England where operator 
and a well-equipped hospital are never far to seek, but in such prac- 
tice as that of a general practitioner abroad, where possibly through 
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attendance on other cases the surgeon is uncertain of his asepticity, 
or where the surroundings are the reverse of reassuring from the 
same point of view it may be safer for the patient if operation 
is avoided provided the absence of further quickening in the 
pulse rate and a general improvement in the patient’s condition 
indicate that the hemorrhage has stopped. In such cases, however, 
I am accustomed to regard the symptoms as a warning to prepare for 
operation, so as to be ready to proceed at once should hemorrhage 
recur. 

(3) The continuance of the pregnancy. This is an impossibility 
in the large majority of cases of extra-uterine pregnancy, but should 
be suspected when two weeks’ watching does not reveal any decrease 
in the size of the swelling, and where afterwards continual alteration 
in the shape of the swelling is remarked from week to week, but 
without any symptoms pointing to the occurrence of fresh hemor- 
rhage adequate to account for it. 


(4) The treatment of advanced cases. The ideal treatment is 
evidently to save mother and child, but that attempt should probably 
be relinquished if the patient is seen before the seventh month and 
operation undertaken at once. My own experience of late cases 
has been on the side of delay until the placenta is likely to be 
readily separable, but it has been a strange contrariety that latterly, 
with improved methods, I have only seen early cases, whereas 


formerly, when abdominal surgery inspired more dread, it was chiefly 
the late cases that came. 


(5) It will be instructive finally to consider the fatal cases in 
order to learn as much as possible from them. 

Of the 13 cases operated on, 4 died of sepsis and 1 probably of 
cachexia. The patient in this last case might have been saved 
by consenting earlier to operation. Of the septic cases no. 3 might 
have been saved if operation had been done earlier, before 
the rupture occurred, and possibly a more determined search 
for the bleeding point might have enabled one to avoid the 
plugging; I believe that at that time also we had not the 
advantage of the Trendelenburg position. No. 4 was too ill to be 
saved, but perhaps greater care in examination would have established 
the fact of the peritonitis. No. 6 was a very disappointing case, and 
in the absence of a putrid discharge, it is difficult to see how the 
presence of a decomposing membrane in the uterine cavity can be 
established, but I think it possible that greater attention might have 
been paid to the covering up of the cut end of the tube with peri- 
toneum, so as to render it really extra-peritoneal. In no. 10 the 
placenta should certainly have been removed earlier even if not at 
the first operation. 

Of the eight cases of hematocele operated on, one patient died 
from sepsis, which I believe she contracted before admission to 
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Hospital. The other patient died from hemorrhage, which one can- 
not regard as unavoidable; whether more effective plugging might 
have saved her, it is impossible to say, but it was a mistake to diagnose 
pelvic abscess; the quick pulse and raised temperature misled us, but 
more thorough examination would probably have led to the post- 
poning of the operation till the hematocele was contracting or else 
to doing without it altogether. 

The fatal cases in which no operation was done were 4. One 
patient (a) died of hemorrhage unrelieved, and as she was under 
treatment for some days, it is pertinent to ask why operation was not 
done while she was in a condition to bear it. The death from 
chloroform (e) we could not explain at all; the patient was weak but 
not at all seriously so; operation could have been done earlier, when 
possibly she might have had more resisting power. 

The patient (f) who died after full time we did not operate on, as 
another case had done so well under delay, and the hospital was at 
the time undergoing repairs. It is impossible to say if she would 
have survived the removal of the child by vaginal or ventral incision 
during its lifetime, but that is infinitely the most attractive method 
of treatment. 

The patient (7) who died from suppuration, was advised to come 
for treatment, but did not do so. 

These cases are described, and these remarks offered, not on 
account of any particular novelty in them, but asa slight contribution 
to an interesting subject from an out-of-the-way field of observation. 
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On the Treatment of Occipito-Posterior Presentations. 


By Davin Harpe, M.D.,Consulting Physician, Lady Bowen Lying-in 
Hospital; Surgeon, Ludy Lamington Hospital for Women, 
Brisbane. 

OccIPITo-PosTERIOR presentations occur in about one-third of all 

vertex presentations, and in 85 per cent. of these the head lies with 

the occiput to the right and in 15 per cent. to the left. In nearly all 
such cases, rotation forwards takes place sooner or later before the 
termination of labour, but it is estimated that in from 19 to 4 per 
cent. this does not occur. Apart from the danger of severe rupture 
of the perinzeum in the latter cases, the prolongation of labour in all 
occipito-posterior presentations, amounting to at least three or four 
hours, is a matter of great importance to the mother and child, as 
well as sometimes of concern to the accoucheur. 

Various expedients have been resorted to, to effect rotation, but I 
shall consider only those that I have found most useful in practice. 

Should the position be ascertained at the commencement of labour, 
before the membranes have ruptured, rotation by external manipula- 
tion is an ideal method and may be successfully accomplished, but as 
the diagnosis may be wrong, and the patient is seldom seen in time, 
the range of this method will in practice necessarily be limited. 

When the head has entered the brim—the membranes being 
entire—the only thing that can be done is to place the patient under 
the most favourable circumstances for natural rotation to take place. 

Bearing in mind that the centre of gravity of a child, as was first 

pointed out by Matthews Duncan, lies towards its back, the latter, 

when the patient is in a recumbent position, tends to gravitate round 
the axis of the child to a lower plane. Assuming that the occiput 
enters the pelvis in the posterior part of the right oblique diameter, 
the occiput has a tendency to occupy the transverse diameter, if the 
patient lies on her right side. Hence when the occiput is to the 
right, she should lie on her right side, and vice versd. One cannot, of 
course, expect much from attention to this point, but I have seen it 
apparently do good, and, moreover, it has this decided advantage, that 
as the occiput generally lies to the right, the patient appreciates the 
change of position. Beyond this, nothing whatever should be done 
to assist rotation until labour has well advanced into the second stage. 
Then comes the time for active interference, if need be. Before 
taking any step in this direction, it is necessary to remember a fact 
that is universally recognized by obstetricians, namely, that the part 
of the head that is lowest in the pelvis during labour is the part that 
tends to rotate towards the symphysis pubis. It follows that if, in 
occipito-posterior presentations, the posterior fontanelle is within 
easy reach, the chances are, that, in course of time, the occiput will 
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rotate to the front. Similarly, if the anterior fontanelle is the most 
prominent part, rotation forwards of the occiput is much less likely 
to take place. In the former case the occiput bears upon a resisting 
pelvic floor and is so pushed forwards, in the latter case the occiput 
is not sufficiently low to be acted upon in this way. 

Our first object in treatment then is to increase the flexion of the 
head, so that the sinciput may recede and the occiput may occupy a 
lower plane in the pelvis, or, in other words, so that the sub-occipito- 
bregmatic, instead of the occipito-frontal diameter, may pass through 
the pelvis. 

The position of the head having been ascertained, the patient is 
placed on that side towards which the occiput is directed, if this has 
not already been done. Flexion is then induced by pressing one or 
two fingers steadily against the sinciput. The pressure is directed, 
not only upwards and slightly backwards, but with an inclination to 
one side or the other as the case may be, with the object of both 
flexing and rotating the head at the same time. I find it best to 
begin this, not during a uterine contraction, but between the pains, 
because of the greater facility with which the position of the head 
can be altered. The head being kept in its altered position until the 
pain returns, steady pressure is maintained during the uterine con- 
traction over the sinciput with the object of preventing the head 
from slipping back to its original position. This cannot as a rule be 
done at first, but by repeating the procedure when the pain passes 
away and keeping up counter pressure during the contraction, it will 
often be found in the end that our efforts are successful. 

Time is, however, an important factor to all concerned, and if, 
after a reasonable time, certainly not more than half an hour, there 
is but little perceptible change in the relative position of parts, we 
must act boldly and make more radical efforts to rectify the mal- 
position and effect delivery. Fortunately, this is within our reach, 
without risk to either the mother or child, and fortunately also, it 
can be done during any period in the second stage of labour, even 
when the occiput is pressing down the perineum. To allow labour 
to be further prolonged in the hope that rotation will eventually take 
place, or to allow the head to be delivered without rotation having 
been accomplished, is surely to bring a stigma on the practice of 
obstetrics. 

Here, let me express my decided opinion, that the use of the 
forceps for combined traction and rotation in these cases should only 
be named to be condemned, while its use for traction alone can only 
be justified after efforts to rotate by other means have failed. 

The method which I specially advocate, which is briefly described 
and, under certain circumstances, recommended by Herman, advised 
as a last resort by Jellett, and mentioned by Playfair, and which 
seems to me the easiest, safest and most effectual is that of 
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Fig. 1 
Position of hand (1) before rotation, (2) after rotation, and (3) 
ready for lower blade of forceps in right occipito-posterior presenta- 


Fig. 3 


Position of right hand (1) before rotation, (2) after rotation, and 
(3) ready for upper blade of forceps in left occipito-posterior presenta- 
tions. 
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RoraTion BY THE Hanp. 


This I divide into two classes, according as the head is in the 
fairly advanced second stage of labour, or is bearing on the perineum. 


A. In the fairly advanced second stage of labour the progress of 
the latter being distinctly retarded. The patient, having been 
anesthetized, is placed on her left side, whether the occiput lies to the 
right side or the left, because convenience of manipulation on the part of 
the accoucheur is of first importance. Jn the case of a right occiptto- 
posterior presentation, the right hand, with its back looking upwards, 
is introduced into the vagina. The fingers having been passed along 
the upper surface of the head, nearer to the sinciput than the occiput, 
and the thumb placed over the opposite or lower temple, the head is 
gripped with the whole hand, flexed, and rotated, so as to occupy the 
left oblique diameter with the occiput in front. The hand, in its 
course, passes under the symphysis pubis and now lies to the left of 
the patient, with the palm looking upwards. Without removing the 
hand, the lower blade of the forceps is now introduced. This keeps 
the head in its altered position until the upper blade of the forceps is 
applied. With the forceps in position, the chloroform may be dis- 
continued for a short time and labour allowed to go on in the natural 
way; or the chloroform may be continued, and labour completed by 
forceps. I much prefer the latter course. The placing of the hand 
in position, the process of flexion and rotation of the head, and the 
application of the forceps, take less than five minutes to accomplish, 
and, if the delivery be completed by forceps, the duration of labour 
is shortened by at least two to three hours. There is no necessity to 
concern oneself as to whether the body will rotate with the head, as, 
in the event of this not happening, it does not involve any risk to the 
child. The head has certainly been rotated, by the hand, round two- 
eighths of a circle, and, by the forceps, another eighth before the head 
is delivered, but this may be done without injury to the spinal cord. 
If there be any anxiety on this point, the left hand may endeavour to 
rotate the body concurrently with the rotation of the head, but in 
practice it will be found of no importance whether this be done or not. 
That the body does actually rotate, however, is shown by the shoulders 
being found in that oblique diameter of the pelvis which the head 
originally occupied. 

In the case of a left occipito-posterior presentation, either the 
right or left hand may be employed. If the right hand be used, it is 
slipped along the lower surface of the head with the palm looking 
upwards, turns under the symphysis pubis to the patient’s right side, 
and, when rotation is completed, lies with its palmar surface looking 
downwards. The forceps is then applied, but, on account of the 
position of the hand, the upper blade must be applied before the 
lower. Should the left hand be used for rotation, instead of the 


4 
q 
ii 
i 
. 
| 
4 


216 Journal of Obstetrics and Gynecology 


right, it passes over the upper surface of the head with the palm 
looking downwards, turns round in front of the perineum to the 
patient’s left side, and lies with its palmar surface looking upwards, 
ready for the application of the lower blade of the forceps. It will 
thus be seen, that when the right hand is used for flexion and rotation 
purposes in cases of left occipito-posterior presentations, it grips 
chiefly the sinciput, and sweeps round the arch of the pubes from 
left to right of the patient, and the upper blade of the forceps is the 
first to be applied; when the left hand is used, it grips the occiput, 
and sweeps round in front of the perineum from right to left of the 
patient, the lower blade of the forceps being the first to be applied. 

B. In the late second stage of labour—the head being over the 
pertneum. Flexion and rotation can be accomplished here, in the 
manner above described, but, on account of the low position of the 
head, it is unnecessary to pass fhe whole hand into the vagina. 
Flexion may be aided by pressure on the sinciput with the left hand, 
thus materially helping the right or operating hand. I have never 
failed to rotate the head in this way, without injury to the mother or 
child, even when the occiput is bearing down the perineum. If, how- 
ever, the medical man has been in attendance for some time, he 
should not have allowed valuable time to be wasted, and should 
have effected restitution of the head before the second stage of 
labour had advanced so far. The time for active interference depends 
upon the progress of the case, and, as the medical attendant is gener- 
ally sent for long before the occiput has reached the perineum, this 
is a question which he can and must decide for himself. 

I have adopted this means of treatment for some years, and have 
no hesitation in saying that in efficiency and safety no other treat- 
ment can compare with it. Formerly, I detested occipito-posterior 
presentations, if for no other reason, because of the mere loss of time 
to all concerned. Now, I rather like them; they add to the interest 
of the case. 


Fig. 1 Fig. 2 Fig. 3 


Position of left hand (1) before rotation, (2) after rotation, and 
(3) ready for lower blade of forceps in left occipito-posterior presenta-. 
tions. 
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Bland-Sutton: Elephantiasis of the Vulva 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 

I. 


An Unusual Case of Elephantiasis of the Vulva. 
By J. Buanv-Surron, F.R.C.S. (Eng.) 


Mr. A. M. Mitts, Montego Bay, Jamaica, sent me the following notes 
of a case of elephantiasis : — 

The patient, a negress, stated that the tumour had been growing 
ten years, and, as shown in the woodcut prepared from a photograph, 
it nearly reached the ground. The tumour was removed: it weighed * 
75 pounds. 


This negress subsequently became pregnant and was delivered of 
twins in the bush. She was without medical aid until a few hours 
before death which was due to puerperal fever. 
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II. 


Fibro-Myomatous Uterus weighing over seven 
pounds, removed from a woman aged 22,* 


By Hersert R. Spencer, M.D., B.S., F.R.C.P., Professor of Obstetric 
Medicine in University College Hospital Medical School, London; 
Obstetric Physician to University College Hospital. 


F.G., a Jewish virgin, aged 22, born on March 20th, 1884, as 
shown by her birth certificate, was seen on December 15th, 1906. She 
complained of menorrhagia, dysmenorrhea, and enlargement of the 
abdomen. 

Menstruation began at the age of 13, and had been regular every 
four weeks since. At first it lasted one day, but for the last three 
years it had lasted five days, during the first two of which there had 
been pain in the left side of the abdomen. 

The patient had typhus at the age of 9, and when she was 13 she 
was treated at St. Bartholomew’s Hospital for rheumatism. 

She was admitted to University College Hospital, London, on 
December 18th, 1906, and looked healthy and not anemic. The 
breasts were virginal. The hymen was intact and its opening very 
small, rendering examination difficult. 

The abdomen was distended, measuring 3 in. below the umbilicus, 
3lin. in girth. The distance from the umbilicus to the anterior 
superior iliac spine was 6}in. on each side. The distension was 
caused by a tumour which reached up to 3in. above the 
umbilicus. The tumour had almost the shape and consistence 
of the pregnant uterus, but differed in that the lower seg- 
ment was specially prominent, that the left cornu of the uterus 
felt rather harder than the rest of the organ, and that neither 
ballottement nor uterine souffle could be obtained. The tumour felt 
cystic to palpation, and gave a well-marked thrill on percussion. It 
was dull on percussion. On vaginal examination the cervix was 
virginal. The uterus appeared to be small; the tumour could not be 
reached. The relation of the uterus to the tumour could not be made 
out without an anesthetic, even by rectal examination. It was not 
thought advisable to give an anesthetic as the case was clearly one 
which required operation. An ovarian tumour was diagnosed. 

On the 20th of December, 1906, I operated and found that the 
tumour, in its shape, and colour and consistence, closely resembled a 


* Communicated to the Obstetrical Society of London and specimen shown, 
July 3rd, 1907. 
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Large fibro-myoma of uterus undergoing mucous degeneration, 
from a patient aged 22. 
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pregnant uterus at the seventh month. The only points in which it 
differed from the pregnant organ were in the fulness of the lower 
segment (which in the pregnant uterus is usually flat), in the absence 
of signs of a foetus, and in the presence of a white patch where the 
tumour had pressed against the promontory, which I have often 
observed in the fibroid uterus but never in the pregnant organ. In 
spite of the close simulation of the pregnant uterus I decided that the 
patient could not be pregnant, as the breasts, though the areole were 
pigmented, were in other respects typically virginal. I considered 
that the tumour was a degenerated fibro-myoma, and on making an 
incision into it this diagnosis was confirmed. 

The uterus was then removed by total abdominal hysterectomy, 
the pelvic peritoneum being closed by a purse-string suture. 

The abdominal wound, sutured with buried silk (for the fascia) 
and through stitches of silk-worm gut, healed by first intention, and 
the patient left the hospital quite well on the 22nd of January. 

On bisecting the uterus, which weighed 7 lb. 7 0z., it was found 
to be invaded by an intra-mural fibroid which originated in the right 
wall and had undergone mucous degeneration. This degeneration 
was especially marked at the upper part of the tumour, where it 
formed a gelatinous layer half an inch in thickness (see plate). 

Microscopic examination confirmed the naked-eye diagnosis. 


The points of interest in the case are the large size of the tumour, 
the youth of the patient, and the fact that at the operation the 
tumour closely resembled in appearance a pregnant uterus. Nine 
years ago I brought before the Obstetrical Society all the cases I had 
been able to find recorded (forty in all) of fibro-myoma occurring in 
women under twenty-five years of age, together with two cases of my 
own, one of which weighed 41b. 930z. Dr. Russell Andrews has 
published a case of a fibro-myomatous uterus weighing 4 lb. 5 oz. 
occurring (like my own) in a Jewess, aged 20. Most of the tumours 
recorded, however, were small, and it is rare to find so large a tumour 
as this in so young a subject. 
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ITT. 


Two Cases of Early Ectopic Gestation, with some 
unusually misleading symptoms. 


By J. C. Horpicu Lercesrer, M.D., B.S., B.Sc., M.R.C.P. (Lond.), 
F.R.C.S. (Eng.), I.MS., 


First Surgeon to the Central Hospital, Calcutta. 


Case 1. Mrs. A., European, aged 29, was admitted to this hospital 
on June 6th, 1906, with the following history: At the end of April, 
having gone about 12 days over her period, she had a blood discharge 
from the vagina for 4 or 5 days, and then what appeared to her to be 
the ovum came away, but the discharge continued. Five days later 
she began to have severe attacks of pain, occurring at first every 4 days 
or so, but very soon becoming continuous. There was no vomiting. 
The bowels were freely opened, with pain on defecation. About 10 
days after the (?) abortion she noticed a swelling on the right side of 
the lower part of the abdomen. As the discharge did not stop, she 
was placed under chloroform on the 25th of May and curetted by the 
doctor under whose care she then was. For some days after this 
operation the discharge diminished and the pain was relieved, but on 
the sixth day the discharge again became worse, the pain was more 
severe, and the abdominal swelling appeared to increase in size. 

The patient had had 2 children, the last 11 months ago, and no 
abortions previous to this one. 

The catamenia had been regular, every 4 weeks; they lasted 5 days 
and were unaccompanied with pain. The last period had ceased on 
March 25th. There was nothing in the previous history which ‘had 
any bearing on the present illness. 

On admission, there was a rounded, hard, irregular tumour rising 
out of the pelvis in the mid-line, lying rather obliquely towards the 
right, parallel with and just above Poupart’s ligament, about equal in 
size to a hen’s egg, not very tender; nothing else abnormal was noted 
on abdominal examination. Per vaginam, the uterus was found to 
be lying anteverted and anteflexed, pushed forwards and not enlarged ; 
the external os was patulous. In Douglas’s pouch, extending round 
to the right side and filling up the right fornix, was a soft boggy mass, 
very tender, of indefinite outline, continuous with the mass felt by 
the abdomen. There was slight fever, ranging between 99° and 
100°8°F. On June 11th the swelling in the abdomen was a little 
softer. Per vaginam, the mass previously felt was now softer, and 


distinct fluctuation could be detected. The temperature had varied 
between 99° and 101°F. 
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On June 12th, under chloroform, an exploratory incision was 
made by the vaginal route into the most prominent part of the 
swelling, and a large quantity of blood and blood-clot evacuated; the 
cavity was douched out and a large-sized drain tube inserted. After 
the operation a distinct tumour, equal in size to a hen’s egg, could be 
made out on the right side of the uterus, which felt like a distended 
Fallopian tube. The same afternoon the temperature, which yas 
100° at the time of the operation, suddenly rose to 104°F., and there 
was a severe attack of colic-like pain on the right side of the lower 
part of the abdomen. The cavity was douched out daily, and on the 
18th, as there was very little discharge, the tube was left out 
altogether. At this date the mass on the right could still be felt, but 
was a little smaller than before. On the 14th inst the temperature 
was normal for the first time since admission; but it rose again after 
this and varied between normal and 101° until the 24th inst., after 
which date it never rose above 99°. 

The patient was finally discharged from hospital on the 9th of 
July, on which date a vaginal examination showed the uterus to be 
lying in normal position, freely movable, and not enlarged; both 
fornices were quite clear, the wound was closed, a slight thickening 
was still apparent in Douglas’s pouch. 

I saw her medical attendant in March of this year (1907); he in- 
formed me that she was in excellent health, quite free from any pain 
or discomfort and able to take active exercise of all kinds. 


Case 11. Mrs. T., a Eurasian, aged 32, was admitted July 30th, 
1906. She stated that she had been suffering from fever for the past 
8 days, and that the fever had been preceded by a rigor. She had 
had attacks of vomiting for the last 2 days with pains all over the 
body and slight headache; her breathing was very rapid; she had no 
cough. A doctor outside had told her that she was nearly 3 months 
pregnant. She complained especially of pain in the lower part of the 
abdomen on the left side, and over the lower ribs on both sides. 

Menstruation began at the age of 14 years and had always been 
irregular, there being sometimes 30 days between the periods, at 
others 40. The flow was scanty in quantity and usually lasted only 
4 days. The last period was on the 20th of July; it only lasted 2 days 
and the quantity was less than usual. She had not missed any period 
during the year. 

There was nothing in her previous history which had any bearing 
on the case. 

On admission she was seen by my colleague, Captain J. G. P. 
Murray, I.M.S., who kindly gave me the following particulars of her 
condition at this time :—‘‘ Pulse small and rapid, marked dyspnea, 
but no cyanosis; pain in both hypochondriac regions. Beyond loud 


222 Journal of Obstetrics and Gynecology 


pleural friction over the lower part of the axille on both sides, no 
abnormal physical signs could be detected.” 

When I first saw the patient, on the morning of the 31st of July, 
the tongue was furred and rather dry, pulse 128, small and compress- 
ible. Beyond friction over the lower part of the axille on both sides, 
no abnormal physical signs could be detected in the chest. 

On examining the abdomen, the edge of the spleen could be felt 
just below the costal margin on deep inspiration. There was fulness 
of the lower part of the abdomen, with some increased resistance on 
the left side. Per vaginam, the uterus was felt to be lying forwards, 
anteverted, freely movable, and not enlarged. Behind and on the 
right side there was some fulness to be made out and there was great 
tenderness in both fornices; no discharge. 

The following day (August Ist) the tongue was furred, no friction 
could now be heard on the right side and very little on the left. The 
other signs were unaltered but the general condition was somewhat 
improved. On the 3rd the bowels were acting well. There was still 
some slight fulness in the lower part of the abdomen, but not much 
tenderness. On the 6th some slight tenderness could still be 
detected on the left side of the lower part of the abdomen. On the 
9th, the tongue was clean, pulse much improved, still a definite sense 
of resistance on the left side. Per vaginam, there were tenderness 
and resistance in the left fornix but no distinct tumour could be 
made out; in the right fornix there was definite fulness. 

On August 11th, abdominal section was performed. The right 
tube and ovary were found normal, except for a small cyst in the 
latter which ruptured on manipulation. The left ovary was normal, 
but the middle of the tube on this side was enlarged into a fusiform 
swelling equal in size to a hazel nut. The tube was therefore re- 
moved in the usual way. The uterus was quite normal. The vermi- 
form appendix was found to be kinked on itself and adherent to the 
cecum; it was freed, the meso-appendix ligatured, and the appendix 


removed by means of a clamp, the stump being buried by Lembert 
sutures. 


Beyond some troublesome vomiting, the patient progressed 
favourably. The stitches were removed on the tenth day, and the 
wound had healed well, except in the lower part where there was 
some slight superficial suppuration. She was discharged on the 
14th of September, the abdominal scar being soundly healed, the 
uterus in good position, and no thickening to be felt anywhere. 

I last saw her on the 25th of May of this year (1907). She had 
no pain or discomfort of any kind. She stated that since the opera- 
tion her menstruation had been considerably less than before, and 
that it now only lasts one day. The scar remained quite sound; the 
uterus was in good position, freely movable; the right ovary felt 
somewhat enlarged. 
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I sent the specimen to London, where it was cut in serial sections, 
and Dr. John Fairbairn, who kindly had this done for me, reports as 
follows: “It wasa good example of early tubal gestation but contained 
no embryo; it showed beautifully chorionic villi invading muscle 
wall of tube.” 


It seems to me that these cases were worth publishing, more 
especially from the point of view of the difficulty in arriving at the 
correct diagnosis. With regard to case 1, the first question which 
naturally arises is: Was there a true abortion or was it only decidual 
membrane that was passed? From a careful questioning of the 
patient I am inclined to think that there was a true abortion; of 
course it is impossible to be certain, and unfortunately she did not 
put herself under medical care until some days after, or else her 
medical attendant would doubtless have thrown some light on the 
subject. The opinion I formed after a careful study of her history 
and after making a thorough examination, was that the case was one 
of abortion, with a co-existing pyosalpinx, which had been lit up 
again into activity by the pregnancy and the curetting, and this was 
the view I believe that her medical attendant had also taken. It was 
not until I received the report on the condition of her blood, which 
showed that there was no leucocytosis present, that I began to have 
suspicions as to the correctness of my diagnosis. I am unable to throw 
any light upon the cause of her fever, more especially the sudden rise 
to 104° on the day of the operation. I am inclined to think 
that it may have been malarial in origin, though no parasites could 
be found in the blood. Another doubt that may arise is whether the 
hematocele was due to a ruptured tubal gestation. I think there is 
very little doubt that this was the case, even though a careful 
examination of the blood and blood-clot evacuated from the pelvis 
failed to show any trace of an ovum or tissue of any sort. It seems 
probable that the tumour felt after evacuation of the hematocele was 
the enlarged tube which had ruptured, and it is possible that the 
ovum may have been retained in the tube or its neighbourhood after 
rupture, and slowly absorbed. 

The second case presented if anything even greater difficulties of 
diagnosis. The first time that I made a vaginal examination I was 
very doubtful as to whether the fulness I felt in the right fornix 
might not be a localized collection of blood, due to a ruptured ectopic 
pregnancy. I was never able to make out any definite tumour on the 
left side, but on taking a careful review of the whole case I decided 
that it would be wise to recommend an exploratory abdominal section, 
and I think that subsequent events justified this decision. I must 
say that I was extremely surprised to find an unruptured early ectopic 
gestation on the left side, but of course it would have been almost 
impossible to feel so small a swelling in the tube unless the conditions 
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had been exceedingly favourable, which they were not. As to the 
cause of her dyspnea, taking into consideration the friction sounds 
heard I can only suppose that this must have been due to an attack 
of diaphragmatic pleurisy, but I am unable to suggest a possible cause 
for this condition. The general appearance of the appendix pointed 
to old, rather than to recent, mischief. The fulness felt on the right 
side was probably due to distended intestine, together with the en- 
largement of the ovary due to the cyst in it. 

It would be almost impossible to picture two cases of the same 
affection more dissimilar than these, both as to signs and symptoms, 
and they certainly serve to emphasize not only the great difficulties 
which may be met with in the diagnosis of ectopic pregnancy, but 
also the infinite variety of signs and symptoms in this condition. 
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Effect of Diet upon the Uterus 


REVIEW OF CURRENT LITERATURE, 


Effects of Diet on the Development and Structure of the Uterus. 
CaMPBELL (M.). Brit. Med. Journ. Vol. i., p. 1,229.—The alarming and persistent 
decline in the birth-rate has been synchronous with a marked change in the relative 
proportions in the constituents of the average man’s diet. Can such a change of diet 
have any influence on the birth-rate? To attempt to elucidate this problem the writer 
performed feeding experiments on rats and found that:—(l) The use of non- 
physiological diet—for example, exclusive flesh, rice or porridge—induces in the great 
majority of cases a modification in the structure of the uterine mucous membrane, 
which consists in a diminution in the number of cells of the large connective tissue 
type. (2) The structural change is most profound in animals fed from weaning on 
an exclusively ox-flesh diet. In such animals the development of the uterus is also 
most interfered with. (3) The structural change in (2) is associated with sterility. 

Frank E. Tayzor. 


The Secretion of Milk after Castration. 

Grinpaum. Deuts. med. Wcehnschr., 1907. No. 26.—The causation of milk 
secretion has always been obscure. The theories hitherto advanced about it are three 
in number : first, that it is due to nervous influence depending upon changes in the 
circulation and an increased blood supply to the mamme; secondly, that it is directly 
due to the removal of the foetus from the uterus; and thirdly, according to Halban, 
that it is influenced by products of secretion in the placenta. 

It is well known that even in virgins and old women, the mamme can secrete 
milk capable of nourishing children, indeed in Java it is the custom for old women to 
suckle children; moreover, cases of the secretion of milk after the removal of both 
ovaries have been recorded, and Griinbaum reports an instance of milk secretion 
coming on after the removal of the uterus as well as the ovaries and persisting for 
some weeks. Two similar cases, some months after operation, are also mentioned. 
These cases show that the milk secretion is not due to the ovaries, and confirm the 
experimental work of Starling, who failed to produce mammary secretion by in- 
jecting ovarian extract into rats and mice. 

Griinbaum has found that both in parous women and virgins, the removal of the 
ovaries is in most instances followed by mammary secretion. It occurred in 14 out 
of 21 cases in which both ovaries were removed; microscopically, the secretion was 
identical with ordinary milk, and 6 of the 14 were multipare. 

E. Scorr CARMICHAEL. 


Abnormal Lactation: in the Virgin; in the Old Woman; in the 
Male; in the Newborn of Either Sex (“‘ Witches’ Milk”). 

Knorr (J.).. American Medicine, June, 1907.—A valuable summary of our know- 
ledge about abnormal lacteal secretion reporting three personal observations in which 
a copious formation of milk was caused in young girl nurses by their allowing infants 
under their care to suck their nipples; quoting Baudelocque’s case of a girl of eight 
years old who suckled her infant brother for a month; one of Sir Hans Sloane’s of a 
woman of 68 who had not borne a child for 20 years, but had suckled all her grand- 
children; one recorded by Dr. Kennedy, of Ashby-de-la-Zouche, of a woman who 
menstruated during lactation, suckled children uninterruptedly for 47 years, and in 
her 81st year had a moderate but regular supply of milk, and many others. 
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Among men who have suckled children, he mentions an Irish peasant, left a 
widower; a coloured man of 55 who had for several years officiated as wet nurse to 
the children of his mistress; a case recorded in the Philosophical Transactions; 
another of a Chippewayan recorded by Franklin; moreover, in the Commentaries of 
the St. Petersburg Academy of Sciences, the secretion of milk in the male is stated to 
be common in Russia. 

Milk is known to have been secreted by other male mammalia, by a goat, a bull, 
and also by a wether. 

More than half the paper is concerned with the so-called “ witches’ milk,” secreted 
by new-born infants, the occurrence of which was discussed by the Surgical Society 
in 1850. The chemical compositiin of such milk as analysed by Quevenne and others 
is given for comparison with that of human milk from adults. From the formation 
of milk in males as above mentioned, it is evident that no influence of the ovaries is 
essential for its secretion. 


Further Investigations on the Chemical Difference between 
Human and Cow’s Milk. 

Brepert (Pu.), Strassburg. Archiv fiir Gyndkol. Bd, lxxxi., Ht. 1, p. 1.—This 
issue of the Archiv fiir Gynédkologie is dedicated to Professor Ferdinand Adolf 
Kehrer in honour of his 70th birthday. Biedert, at the suggestion of Professor 
Kehrer, commenced his investigations on the chemical difference between human and 
cow’s milk, 30 years ago. He dwells on the difference between human and cow’s 
milk: in the latter the casein is insufficiently assimilated owing to its forming a 
coarse coagulum, while in human milk, only a delicate flocculent coagulum is produced. 
The feces of babies fed on cow’s milk in many cases showed definite products of 
decomposition whereas such products were much less evident in the feces of babies 
fed on buttermilk, and were altogether absent in breast-fed babies. The casein of 
goat’s milk forms a coagulum similar to that of cow’s milk. Cow’s milk casein takes 
a great deal longer to be absorbed than human casein, which means a continual 
danger as the acidity gets lost soon after the casein leaves the stomach. The author 
comes to the conclusion that an excess of fat (cream or Ramogen) helps to digest the 
casein and also to a certain extent forms a substitute for it. Even in most acute 
choleric enteritis a diet beginning with cream and water, or Ramogen and water, very 
much diluted, could not only be tolerated but was successful. A disadvantage of 
cream-feeding occasionally found in the frequent microscopical and chemical examina- 
tions of feces carried out in his hospital, was the so-called fat-feces (Fettstiihle). 

No form of artificial feeding can compare with breast-feeding, and even the most 
delicate mother should be encouraged to nurse her baby herself, giving it only such 
additional artificial food as may be necessary, diluted cow’s milk in the first place or, 
if this cannot be born, cream or Ramogen preparations, diluted according to the 
requirements. During the third month Liebig’s or other malt soups may be, at first 
very carefully, tried, and also Soxhlet’s and some other infants’ foods. Until better 
dairy conditions are established, gentle sterilization and cooling of the milk for 
feeding infants cannot be dispensed with. 

Jacobi’s mucilaginous preparations described in Gerhardt’s Handbook are very 
simple and should be tried before proceeding to more complicated methods of 
artificial feeding, but thriving children should not be experimented upon. For the 
sake of clinical observations of such experiments, Professor Biedert expresses a hope 
that a suitable institution for experimental infant-feeding, such as he has already 
advocated, may soon be established. H. T. Hicxs. 


The Uses of Supra-renal Extract in Obstetrics. 


Nev (M.), Heidelberg. Gyndkol. Rundschau. Ht. 12.—After referring briefly to 
the various experiments that have been performed on animals with reference to the 
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action of supra-renal extract on the uterus, Neu describes the following case of 
Cesarean section in which its action was tested. 

After the uterus had been exposed ‘lec. of a 1:10,000 solution of supra-renal 
extract (corresponding to the adrenalin of Parke and Davis) was injected into the 
uterus in three places near the fundus. The uterus contracted immediately and 
became hard and pale, and the peritoneum over the site of injection became wrinkled. 
The uterus was opened by the transverse fundal incision. There was no bleeding, 
and, after the foetus and placenta had been removed, there was still no bleeding from 
the incision, but the uterine wall was hard, thick, and anemic. This shows that, by 
the injection of a minimal amount of supra-renal extract, the pregnant uterus can be 
thrown into powerful contraction, rendering the organ anemic and allowing 
Cesarean section to be performed almost bloodlessly. EarpLey HoLianp. 


The Lymphatic Glands in Pregnancy. 

Meyer (ArtHUR W.). Surgery, Gynaecology and Obstetrics, May, 1907.—This 
paper gives the results of a series of observations in the Johns Hopkins Hospital, 
extending in the different patients over periods of from two to twelve months. 
Most of the examinations were made during pregnancy, one or two only in the 
puerperium as the patients were discharged a fortnight after normal labour. 


The total number of cases was 59 and the patients’ ages varied from 20 to 40 
years. In one instance, no glands could be felt at any examination, and in no single 
instance were glands palpable in all the regions selected for examination. At some 
time or other while the patients were under observation, the axillary glands were 
palpable in 58 of the 59 (98°3 per cent.), and the inguinal glands also in the same 
proportion; the submaxillary glands were palpable in 44 (74 per cent.) At every 
examination, in 39 patients, the axillary glands were palpable and varied in size 
(66°1 per cent.), the inguinal glands were similarly affected in 37 (62°7 per cent.), 
and the submaxillary in 26 (44:2 per cent.). Without noticeable variation in size, 
the supratrochlear glands were palpable in 18 cases; the posterior auricular in 6; the 
superficial cervical in 3 and the supra-hyoid in one instance. Progressive enlarge- 
ment was noted, in the axillary glands in 15 cases; in the inguinal glands, in 9. In 
24 cases examined at the onset of lactation, the axillary glands enlarged in 15, and 
in one instance, they were much enlarged and tender two weeks before delivery. In 
one patient these glands were no longer palpable in the second week of the puer- 
perium. In 8 out of the 37 cases examined, the inguinal glands decreased in size 
after delivery. 


It will be observed that the axillary and inguinal glands were palpable in 98°3 
per cent.; the submaxillary in 746; the supratrochlear in 30°5; and the posterior 
auricular in 10°1 per cent. 


Meyer is unable to decide whether the enlargement of the axillary glands is due, 
primarily, to the local changes in the mammary glands incident to pregnancy, or 
directly to the pregnancy. The former seems the more likely, and that view is 
supported by the fact that there was marked sudden enlargement in 62°5 per cent. of 
the 24 cases examined at the onset of lactation. This enlargement was most marked 
in women with large active breasts. 


Of the 59 patients, 30 were white and 29 black women, and in the latter the 
glands were larger in every region in which they were palpable. 

The enlargement noticed in the axillary, inguinal and submaxillary glands, is 
thought to be chiefly, if not wholly, due to local causes dependent, in the axilla and 


groin, upon pregnancy; in the submaxillary glands upon affections of the teeth 
and gums. 


No new formation of glands was observed. Rosert JARDINE. 
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Pregnancy after Two Operations for Atresia Vaginez. Czsarean 
Section and a Third Operation for the Atresia. 

Moratow (A. A.), Kief. Zentralb. fiir Gyndkol., 1907. No. 8.—Muratow has 
found four cases recorded in which pregnancy has occurred after the operative 
treatment of congenital atresia of the vagina; two of the mothers died. He reports 
a fifth personal observation: A peasant, aged 22 years, who, beside atresia, had a 
uterus bicornis in which hematometra had necessitated two operations. The child 
was delivered by conservative Cesarean section, and though asphyxiated, survived ; the 
patency of the vagina was restored by a third operation, at the same time. Muratow 
does not try to make an artificial: vagina unless the internal genitalia are normally 
developed, or at the expressed wish of the married couple after they have been 
informed that, with rudimentary organs, conception is not to be expected. 


Gastritis and Pregnancy. 
KerMavner. Mitteil. an den Grenzgeb. der Med. und Chirur., 1907. Bd. xvii., 
Ht. 5.—At the autopsy upon a patient who died during labour with acute abdominal 
symptoms, a phlegmonous gastritis was discovered with general purulent peritonitis, 
abscesses in the spleen and kidneys, and ulceration of the large intestine. Fifty-five 
cases of such gastritis have been collected by Jacoby; its onset is often indefinite, but 
it not infrequently commences with acute abdominal symptoms. 
E. Scorr CARMICHAEL. 


The Importance of Icterus during Pregnancy for Mother and 
Child. 

Kenrer (E.). Archiv fiir Gyndkol. Bd. 1xxxi., p. 129.—After mentioning the 
very rare cases of icterus occurring at the menstrual period or taking its place, 
lasting 2—4 days, while the inter-menstrual period is free from symptoms, Kehrer 
discusses the icterus catarrhalis of pregnancy, quoting a case of his own in which 
jaundice with all its accompanying symptoms—itching, sleeplessness, clay-coloured 
stools, slow pulse—was present all through pregnancy. Fourteen days after term a 
prolonged labour set in and a weakly, pale child was born with several old hemato- 
mata of a bluish-dark colour. The child was not jaundiced when born, but its head 
increased in size, a soft pulpy swelling appeared behind one ear, and it died after 
4 days, slightly jaundiced, with large subcutaneous, subperitoneal and subpial 
hemorrhages ; blood was also found in the ventricles of the brain, in the pericardium, 
the pleura, mediastinum, kidneys, bladder; only the liver and pancreas were normal. 
A few days after labour the mother was free from jaundice, but on the second day, 
she developed a neuritis cruralis and symptoms of slight osteomalacia, great tender- 
ness on pressure, pain on movement and paresis of the hips. Walking was impossible, 
as she could not separate one leg from the other. Eight weeks after delivery men- 
struation set in, and all the symptoms disappeared spontaneously. 

In regard to recurring icterus and pregnancy, Kehrer comes to the conclusion that 
the importance of the jaundice for the mother consists in a tendency to so-called 
cholemic hemorrhages, sleeplessness, itching, emaciation due to want of appetite and 
diarrhoea, and nervous excitement. Symptoms of osteomalacia may perhaps be caused 
by the prolonged presence in the blood of bile-acids, which tend to dissolve the 
calcium of the bone and to produce degenerative processes in the nerves. 

The greatest danger of icterus during pregnancy is to the child. In most cases 
premature labour takes place, or the infants are born dead, or die within a few 
days. The cause of these intra-uterine deaths is not disclosed by the scanty reports 
of autopsies. Even when the children of icteric mothers are born without evident 
jaundice, a yellow colour may be present in the liquor amnii and in the placenta. 
Experiments on animals with intra-venous injections of bile acids after ligaturing 
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the common bile duct have shown that it is only in the second half of pregnancy that 
morphological changes are produced in the fcetus, in the earlier months the fetal 
blood is protected against chemical lesions. The experiments further show that in 
animals the healthy placenta forms an absolute barrier against bile-constituents and 
reacts, with hyperemia, to an acid poisoning of the mother-animal. 


How far the human placenta differs from the animal placenta, is not yet estab- 
lished, but it seems that in cases of duodenal catarrh, in cholecystitis or cholangitis 
with jaundice of more than 2 weeks’ duration and, as a rule, in yellow atrophy of 
the, liver, the placenta becomes infected, and the foetus is born with congenital 
hemorrhage and icterus. Icterus gravis, combined with nephritis, is invariably fatal 
to mother and child, and an innocent but prolonged catarrhal jaundice, while serious 
to the mother, is much more so to the foetus. 


Kehrer recommends induction of premature labour in all cases of acute yellow 
atrophy, and even in prolonged jaundice as soon as the foetus is viable, in order to 
save it from further intoxication. H. T. Hicks. 


Heart Disease in Relation to Pregnancy and Labour. 

Bracker (G. F.). Brit. Med. Journ., 1907. Vol. i., p. 1,225.—Blacker discusses 
this subject at length in a clinical lecture. He considers that the teaching in some 
of the text-books is erroneous and exaggerates the danger and mortality arising from 
this complication of labour. Regarding the physiological effects of pregnancy on the 
circulatory system he concludes that there is no marked change in the pulse, that 
there is sometimes hypertrophy of the heart, sometimes dilatation and hypertrophy, 
and in some cases there is no change in the heart. During normal pregnancy increased 
strain is thrown upon the cardiac muscle, the demands upon the functions of the 
heart being increased. The right side of the heart is chiefly affected. Fatty degenera- 
tion also occurs from the accumulation of toxines in the blood. Slight degrees of 
valvular affection very frequently accompany pregnancy, but severe cases are not very 
common. From the literature Blacker has collected 131 cases of severe heart disease 
occurring in 55,000 labours. Mitral disease was present in the majority : aortic dis- 
ease seldom complicates pregnancy. 

The two main dangers during pregnancy are (1) failure of compensation and (2) 
degenerative changes with consequent cardiac failure. Abortion is commoner than is 
frequently supposed. Out of 88 recorded cases of heart disease with symptoms 35, or 
44 per cent. aborted. 

Death during labour is very uncommon; Blacker records a case. It may result 
from apoplexy, embolism, or cardiac failure. After delivery death may result from 
cardiac failure in one of three ways :—(1) From over-distension of the right side of 
the heart; this usually occurs immediately after the birth of the child. (2) From 
accumulation of the blood in the large abdominal vessels with rapid fall of blood 
pressure. (8) From degenerative changes in the heart muscle, and from failure of 
the diseased heart to recover from the strain of labour: this may occur seven days 
after delivery. Blacker records deaths from the second and third of these causes. 

In the great majority of cases ordinary medicinal treatment suffices: it is only 
in cases of exceptional severity that the induction of abortion or premature labour is 
necessary. Blacker considers that the dictum of the text-books that a patient with 
heart disease should not marry, and if she does should not have children, and that 
if she does have children should not suckle them, is too sweeping. He considers that 
if a young woman has heart disease which is compensated and unaccompanied by 
symptoms or diseases of lungs and other viscera she may marry. Heart failure will 
occur sooner or later, but whether its onset will be precipitated by child bearing 
admits of argument, and it is doubtful if the risk of this is so marked as to justify 
denying her the right to marry. Frank E. Taytor. 
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Valvular Disease of the Heart complicating Pregnancy and 
Labour. 

NewELL (FRANKLIN §.). Surgery, Gynecology and Obstetrics, May, 1907.— 
Though the dangers attending cardiac disease in pregnancy are recognized by special- 
ists, they are frequently insufficiently considered by general practitioners, as the 
following cases show :—(1) A sextipara, six and a half months pregnant, was ad- 
mitted into hospital almost moribund; her heart was dilated, there was mitral re- 
gurgitation and, probably, mitral stenosis. Her condition was such that immediately 
emptying of the uterus would, it was felt, prove fatal. Under treatment there was 
some improvement for 24 hours but, as she had become worse on the following day, 
steps were taken to empty the uterus; she died before that operation could be com- 
pleted. Though this patient had been treated by various physicians, the advisability 
of emptying the uterus in the early months had not been considered. (2) A primi- 
para with mitral stenosis, was in labour when seen in consultation. Compensation 
had begun to fail at the sixth month but, under treatment with digitalis and 
strychnia, she had gone through the remainder of her term with comparative ease. 
She had passed through a first stage lasting 12 hours without great discomfort, and 
had been four and a half hours in the second stage when Newell found her cyanosed 
and unable to lie down owing to the rapid development of cedema of the lungs. 
The child’s head was on the perineum and he delivered immediately with forceps. 
There was moderate bleeding but the patient quickly reacted to stimulants and made 
a satisfactory recovery. This patient should have been delivered much earlier, but 
her medical attendant feared the effect of ether on her heart. (3) A primipara, aged 
35, with aortic incompetence, passed through her pregnancy without much in- 
convenience except slight dyspnoea and considerable oedema of the legs. When 
Newell saw her, labour had lasted 48 hours and morphia had been given freely ; the os 
was dilated to half an inch, and the cervix was thinned out over the head of the 
child presenting R.O.P. The cervix was dilated manually under ether, the head 
rotated, and the child extracted with forceps. The patient was in a state of collapse 
at the end of the operation and, though she rallied for four or five hours, she again 
collapsed and died; there was no hemorrhage. Newell considers that this patient 
would have been saved if delivered 24 or 36 hours earlier. 


He concludes : (1) A patient with an organic heart lesion, even if compensation is 
good under ordinary circumstances, must, if she become pregnant, be watched with 
care. (2) If heart disease which is imperfectly compensated be complicated by 
pregnancy, the uterus should be emptied. (3) When a well compensated heart begins 
to fail under the strain of pregnancy, attempts may be made to restore the com- 
pensation by rest and cardiac tonics but, if these measures are unsuccessful, the 
uterus should be emptied. (4) In all cases of heart disease, even if during pregnancy 
there has been no indication of compensation failing, the strain of labour should be 
lessened as much as possible. Rosert JARDINE. 


Renal Suppuration in Pregnancy. 

Bart, Danzig. Deuts. Zeits. fiir Chirur. Bd. Ixxxv., S. 57. (v. Bergmann’s 
Festschrift).—Barth reports 5 cases treated by catheterization of the uterus and 
nephrectomy. In each of the cases of pregnancy pyelitis, the origin of the malady 
lay in some impediment to the discharge of the urine, either pressure of the pregnant 
womb upon the ureter, a sharpening of the angle at the point where the ureter crosses 
the iliac artery, or in a swelling of the ureter due to the general congestion of the 
pelvic organs. Nearly all the cases depended upon an infection by the B. coli as 
shown by the anatomical and clinical evidence, by the tempestuous symptoms on the 
retention of the secretion and their almost instant disappearance when the infected 
urine escaped, and also by their frequent recurrence. 
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The course of the malady was different and far more serious when the infection 
was a mixed one of the colon bacillus and suppuration cocci. The induction of 
premature labour had then to be considered, while in pyelitis due to the colon bacillus 
the choice lay between catheterization of the uterus and nephrotomy. The former gives 
merely temporary relief, so that on the appearance of danger nephrotomy is directly 
indicated ; the operation seldom interrupts the pregnancy and is not only well borne 
by the patients but brings about a speedy recovery. In this recommendation of 
nephrotomy, even in doubtful cases, we may concur, with the proviso that before 
such interference expectant treatment shall have been fairly tried. Barth has known 
a number of severe cases in which the normal occurrence of labour was patiently 
awaited, and was followed by rapid and complete recovery. Clinically such cases 
are not necessarily the most trivial, and the whole question is one that demands a 
fuller experience. Each case must be treated on its own merits, due consideration 
being given to the desirability of avoiding an operation which, in spite of statistical 
statements, is always a very serious matter for the mother. 


Com — of Pregnancy, Labour and Puerperium by a Floating 
pleen. 
Hew (K.), Darmstadt. Archiv fiir Gyndkol. Bd. |xxxi., p. 120.—The patient 
had previously undergone an operation for splenopexy by Professor Czerny, which 
had not given permanent relief. Labour was normal, and Heil points out that 
among all the reported cases of pregnancy and floating spleen, not one seems to have 
given rise to difficulties during parturition. Errors of diagnosis, however, seem to be 
frequent, especially when the dislocated organ settles in the pelvis. H. T. Hicks. 


Placenta Previa; Schauta’s Statistics. 

Btrcer and Grar. Monats. fiir Geburts. und Gyndékol. Bd. xxv., Ht. 1.—In the 
years 1892 to 1905, among 44,676 labours in Schauta’s Klinik there were 342 cases of 
placenta previa (about 1:130), 63 central, 123 partial and 156 lateral. They occurred 
most frequently in multipare, between 31 and 35 years, and after antecedent labours had 
been complicated. They were as a rule treated by Braxton Hicks’s method of version 
without immediate extraction, hystereurysis being employed with good effect where 
dilatation was necessary. Other methods of delivery were exceptionally adopted 
upon special indications. The results for the mother were relatively good, only 20 
deaths, or a mortality of 5°85 per cent. Of the children only 45°1 per cent. were born 
alive; this mortality should be lessened, but not, as it would be by the practice of 
vaginal Cesarean section, at the cost of the mother. 


The Forcible Bimanual Digital Dilatation of the Cervix and 
Immediate Extraction of the Feetus. 
Grorcuivu (N.). Revista de Chirurgie, 1906. No. 12.—Georghiu advocates 
Bonnaire’s method of accelerating delivery which he holds to be in every respect 
better than instrumental dilatation. The indications are given by those cases in 
which there is danger for the mother or for the child, that is to say, serious 
hemorrhage, faulty position of the placenta, rupture of the sinus circularis, also by 
eclampsia, cardio-pulmonary phenomena, and, finally, by infection in the course of 
a protracted labour. Rapid digital dilatation is also indicated whenever, owing to 
irreducible prolapse of the cord, version and immediate extraction of the child must 
be undertaken. There are, moreover, cases of exceptional rigidity of the os uteri, 
which lead to labour being excessively protracted and finally to the detriment of the 
child, and in these cases the method in question may expedite delivery and save the 
child’s life. In two instances of moderately contracted pelvis Georghiu adopted this 
method at the eighth month, and delivered the children alive by the forceps. It must 
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be remembered that the rapid and forcible dilatation of the cervix does not induce 
contraction of the uterus, but rather the other way, and that delivery has to be 
effected manually or by instruments. 

The method is carried out in this way: After asepsis and the administration of 
chloroform, the index finger of the right hand is introduced with.a boring movement 
into the cervix of the woman beyond the internal os; it is then bent and the uterus 
drawn downwards by it. One then tries to introduce the index of the left hand 
alongside the other, which can be easily done if the anterior lip of the external os is 
held in a volsella, or if one of Hegar’s stems is introduced first. One then, with the 
two indices, massages all round the inner surface of the cervix, at the same time 
dilating it as much as possible, and as the canal enlarges, gradually introduces one 
by one all the fingers of both hands, but not the thumbs, and continues the dilatation 
till the volar surface of the fingers are in contact with the iliac bones on each side. 
The forceps is then applied, or the child is turned and extracted. 


Georghiu has employed this method in many cases, invariably with good results 
for the mother, and all the children were born alive except one, which was already 
dead and had to be delivered after basiotripsy. 


The only accident which could occur in this proceeding would be the laceration of 
the lower segment of the uterus, yet this can be much more easily avoided in the 
manual method than in the instrumental one, since the force employed can be con- 
stantly regulated by the feeling of the fingers. 


Pubiotomy. 

Ruppert (D.), Giessen. Hegar’s Beitrége. Bd. xi., Ht. 3.—The author reports 
eight cases of pubiotomy ; all the children were born alive, and none of the mothers 
died. He does not consider the operation free from danger, on account of the serious 
complications not yet thoroughly understood. In two instances there were vaginal 
tears, once perforation of the uterus and slight injury to the child’s head; there were 
two vesico-vaginal fistule, not due to the operation. Hzmatoma formed in 6 cases, 
and phlegmasia alba dolens and venous thrombosis also occurred. 


Vaginal Czsarean Section in Eclampsia, Placenta Previa, and 
Carcinoma of the Gravid Uterus. 

Birrner (0.), Rostock. Hegar’s Beitrdge. Bd. xi., Ht. 3.—Of five vaginal 
Cesarean sections for eclampsia, four were satisfactory as regards the mother; the 
operation in these cases was made after 13, 5, 10 and 7 attacks of convulsions re- 
spectively, and was followed by 2, 1, 1 and 0 similar attacks. In the fifth fatal case 
there were 5 fits before and 16 after the operation. The operation was also performed 
in one case of placenta previa, and as an initial proceeding in the eighth month of 
pregnancy complicated by carcinoma of the portio, and in each of these cases with 
good results. 


Supra-symphysary Delivery in Relation to other Operations for 
Contracted Pelvis. 

Frank (Fritz), Cologne. Archiv fiir Gyndkol. Bd. lxxxi., p. 46.—Among the 
many disadvantages of the present methods of Cesarean section, Frank enumerates : 
The large incision, the rough handling of the uterus while being pulled out of the 
peritoneal cavity, the increased vascularity of the organ, after having been pulled 
outside the peritoneal cavity, the subsequent difficulty in arresting hemorrhage, and 
the danger of sepsis arising from infection from below. 

By his method he endeavours to economize blood; to avoid peritonitis; and to 
allow more time for considering the indications for operation. In his method (1) the 
patient is operated upon with the pelvis raised, the uterus remains in the peritoneal 
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cavity and hyperemia of the organ is thus avoided; the hemorrhage is slight; the 
intestines do not appear. (2) The abdominal wall is incised transversely above the 
symphysis down to the peritoneum, care being taken not to sever the muscles from 
their points of attachment, in order that stumps may remain to allow of the exact 
suturing of both muscles and fascia. As, on account of the retraction of the muscles, 
the wound gapes, only a small incision is required, as the vessels are in full view, 
The bleeding is easily controlled. After opening the peritoneal cavity the fold of 
peritoneum covering the lower part of the uterus is peeled off, and the peritoneal sac 
having been again closed the uterine wall is incised transversely at the level of the 
lower uterine segment. In order to get a good view, it is best to open the abdomen 
directly above the bladder, peel the peritoneum off the bladder, and divide it trans- 
versely at the margin between its loose and firm attachment, so forming a flap of. 
the serous fold between the bladder and the broad ligament. This flap is united with 
the parietal peritoneum at the upper margin of the incision. Sufficient space is thus 
produced to allow of the passage of the child. After delivery the bladder and lower 
part of the incised uterus have a tendency to sink into the pelvis, so it is advisable 
to insert a loop of silk into the lower margin of the uterine wound when opening it up 
in order to be able to sew it up without loss of time. 


Brief reports are given of 13 operations done by this method; all of them were 
eminently successful, although the conditions in the old overcrowded hospital were 
not favourable. All the mothers recovered and were able to resume their household 
duties. In 4 instances, owing to the presence of foul liquor amnii, a plug was left in 
the uterus and abdominal wall for a short time. The fifth child was born dead, with 
a fractured skull evidently the result of frequent applications of forceps before 
admission into the hospital. The ninth child was born dead owing to placenta previa. 
One woman was operated upon in her own miserable home, a damp kitchen, adjoining 
a dirty stable; the recom buzzing with flies and full of cobwebs. 


Owing to its simplicity, this operation can be performed by the general prac- 
titioner. Very few sutures are required; after the operation the patients are nursed 
with the upper part of the body raised, in order to lessen, as much as possible, the 
strain on the abdominal muscles, and to allow of free uterine drainage. 


H. T. Hicks. 


Complete Rupture of the Pregnant Uterus. 

Lopenstine (R. W.). Bulletin, Lying-in Hospital, New York. Vol. iii., p. 88.— 
A study of 37 cases of complete rupture of the uterus occurring in about 41,800 
labours at or near term. The rupture may be spontaneous or traumatic, may admit 
the finger only, or be large enough to allow the child to escape into the peri- 
toneal cavity. The seat of the laceration is generally the lower segment of the uterus. 
Two kinds of laceration are described, the transverse and the longitudinal, the latter 
extending through the cervix and the lateral wall of the uterus towards or actually 
up to the fundus, sometimes involving the uterine vessels and seriously injuring the 
layers of the broad ligament. Lobenstine finds these two kinds of tears generally 
associated, and but rarely sharply defined. Intrauterine manipulation is apt to cause 
longitudinal rupture, while a spontaneous tear is often transverse. In the 37 cases 
above mentioned 19 probably commenced as longitudinal tears, and 17 as transverse 
ones. Rupture in the fundus is very rare and happened in only one of the 37 cases. 
The etiological factors appear to have been :—Spontaneous rupture: due to pelvic 
contraction, 17; to a feeble scar after amputation of the cervix, 1. Traumatic rupture : 
due to high forceps, 2; to internal podalic version, 12; to accouchement forcé, 4; to 
embryotomy 1 case. The mortality was 73 per cent.: of 23 cases treated by 
hysterectomy, mortality 60 per cent.: of 14 by packing, mortality 92 per cent. Of 
the last 6 cases, 5 were treated by hysterectomy with 2 deaths, one was packed and 
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recovered. Lobenstine recommends laparotomy in all cases of complete rupture except : 
(a) in clean cases, in which the damage is small and the hemorrhage can be controlled 
by packing, and (b) bad cases with severe shock, unfit for operation, in which, when 
possible, the child should be extracted from below, and packing relied upon until 
the patient rallies enough for abdominal section. Hysterectomy is preferable except 
in simple uncomplicated cases in which the wound in the uterus can be satisfactorily 
closed by suture. 


A Note on the use of the Blunt Hook. 

Gopson (J. E.). Brit. Med. Journ., 1907. Vol. i., p. 1,231.—Godson delivered 
by means of the blunt hook an octipara suffering from advanced mitral disease, who 
had been in labour for 3 days with an impacted breech presentation. Several factors 
combined to render the labour a difficult one, viz., constitutional debility, uterine 
inertia, swelling and edema of the soft parts, and marked contraction of the con- 
jugate diameter at the brim, produced by projection of the sacral promontory. 
An attempt to break up the presentation and bring down a leg failed, one to apply 
the fillet was also unsuccessful, and the forceps, while easy to apply, did not grip 
efficiently. The blunt hook remained as a final resource and was easily applied, and 
the breech was readily extracted, but the large shoulders caused some delay. The 
child, a full-term male, had evidently been dead some time, as it had an offensive 
odour, and large surfaces were denuded of epithelium. It weighed 12lbs., was 23 
inches in length, and the occipito-frontal circumference of the skull measured 15 inches. 

Frank E. Tayror. 


Subcutaneous Emphysema in Labour. 

Kosmak (G. W.). Bulletin, Lying-in Hospital, New York. Vol. iii., p. 76.— 
Subcutaneous emphysema is one of the rarer complications of labour, its frequency 
has been estimated as one in two thousand cases, but only a few instances have been 
described. It may pass off without causing any marked symptoms, and when slight 
in degree may easily escape attention. The etiology is uncertain, and many text-books 
do not mention it at all. The following case is reported: In a primipara, aged 16, 
whose pregnancy had been perfectly normal, the pelvic measurements indicated a 
normal condition, but the soft parts were rigid and the vagina small. The occiput 
presented posteriorly but rotated. The membranes ruptured early and dilatation was 
slow. The pains were strong and frequent, and as little advance was made, the forceps 
was applied, and the child was easily extracted. Two hours before delivery a slight 
swelling was observed at the angle of the patient’s jaw, and at the end of labour it had 
developed into an emphysematous area extending over both cheeks, the greater part 
of the face, the neck, chest and shoulders. There were no subjective symptoms, and 
the next day the condition began to recede and by the ninth day had entirely dis- 
appeared. 

An analysis of 77 recorded cases shows that this accident occurred almost exclusively 
in primipare and usually in young subjects. Nearly all the labours were prolonged 
from early rupture of the membranes, rigidity of the soft parts, or contraction of the 
pelvis. The emphysema may come on during or after labour, but usually does so 
during an expulsive effort, and is sometimes accompanied with a sense of discomfort or 
dyspnea. The mucous membrane of the mouth may be involved, and dysphagia and 
aphonia have been noted. The prognosis is good, the treatment symptomatic and 
expectant. 


The Physiology of the Third Stage of Labour. 

Heit (K.), Darmstadt. Archiv fiir Gyndkol. Bd. 1xxxi., p. 95.—Heil finds that 
antero-posterior flattening of the uterus after expulsion of the child is a trustworthy 
sign that the placenta has become detached and can be easily expressed. This flatten- 
ing, according to his experience, occurs in 90 per cent. of all cases. H. T. Hicks. 
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Aortic Pressure in Post-partum Hemorrhage. 


Henry (M.). Brit. Med. Journ., 1907. Vol. i., p. 1,362.—In a secundipara the 4 
labour pains were very weak and short, and, when the head had been on the 
perineum without progress for an hour, chloroform was administered and forceps 
applied. Delivery was easy but the uterus remained flabby and did not contract 
for about twenty minutes after the second stage. An enormous gush of blood came 
away with the placenta and was followed by a very copious flow. Two or three-grain 
tabloids of ergot were given, and the patient was turned on her back and the ab- 
dominal aorta was compressed. This at once controlled the hemorrhage, and in ; 
half an hour the uterus began to contract. The puerperium was satisfactory. a 


Frank E. Taytor. 


Compression of the Aorta for Post-partum Hzmorrhage. 


Exuiotr (F. Percy). Bristol Med. Chirur. Journ., June, 1907.—Elliott reports 
the following case. In a neurotic but well nourished tertipara, aged 22, whose 
previous pregnancies had been normal save that her last child died at birth from 
the cord being round its neck and proper assistance not being available, labour began 4 
on March 3rd, the pains being preceded by sharp uterine hemorrhage. At 9 p.m., q 
when she was first seen, the pains were feeble and irregular, there was slight hemor- : 
rhage, the os admitted one finger, the lower margin of the placenta overlapped the q 
os, the position of the foetus was normal, and the general condition of the patient q 
good. At 11-30 p.m., profuse hemorrhage occurred; the os then admitted the tips 4 
of three fingers; the pains were strong and frequent. Under chloroform, the dilatation 4 
was completed with the hand, and the child was turned and, at 12-45 a.m., delivered. 4 
The bleeding was but slight during the manipulation and ceased when the leg was 4 
brought down, but sharp hemorrhage followed the birth of the child, the uterus J 
showed inertia and the pulse rose to 140. Manual compression of the aorta stopped 4 
the bleeding, the uterus contracted, and the placenta was expressed, without difficulty, 
half an hour after the birth of the child. The condition of the woman was serious, 
she was pale, cold and faint, with a pulse of from 140°to 150. Under treatment she 
rallied and in three hours her pulse had fallen to 120 and the uterus remained firmly 
contracted. The hemorrhage returned shortly before 10 a.m., the uterus became 
enlarged and flabby, and alarming symptoms of shock, collapse and agitation, were 
present. The patient was cyanosed, had a convulsion and became unconscious. The 
uterus extended above the navel and was full of blood-clots—these were expressed,— 
and the abdominal aorta was compressed, through the abdominal walls and the 
uterus, with the clenched fist. Subcutaneous transfusion of normal salt solution was 
carried out, the patient’s legs were bandaged and elevated and a hypodermic injection 
of ernutin was administered. When she recovered consciousness she complained of being 
hot and thirsty, and began to perspire. The uterus contracted and pressure was then 
applied, by Elliott and his assistant, to the aorta directly through the abdominal 4 
wall and maintained continuously for five hours, and during that time not a single 1 
drop of blood escaped from the vagina. Between 11 and 12 p.m., the condition of q 
the patient was eminently satisfactory; her pulse 100, strong and fairly full. She i 
had taken and retained nourishment, the bandages had been removed, but the foot ; 
of the bed was kept elevated. At 2a.m., she sprang out of bed for some water on a 


table near her, fell in a collapsed state on the floor, and soon expired from heart 
failure. 


This case, though it terminated fatally, is a good illustration of the great value of 
compression of the aorta. Bleeding had ceased for nearly 14 hours before the patient 
died, and no further bleeding occurred at the time of death. 
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Puerperal General Peritonitis. 

McDonatp (Ettice). Annals of Surgery, February, 1907, p. 203. Infection of 
wounds of the perineum or vagina generally remains local, but when micro-organisms 
penetrate the endometrium they find their way into the veins and lymphatics; this is 
what commonly occurs in streptococcic puerperal infection, and the essential lesion 
becomes a periuterine lymphangitis, more often followed by thromboses than by 
suppuration. When the peritoneum becomes infected it is by direct extension along 
the lymphatics, and the thromboses of the periuterine veins become of secondary 
importance. Purulent peritonitis is usually due to streptococci; the local inflamma- 
tion is about the broad ligaments but the pus is distributed throughout the abdominal 
cavity, and there is little effort at repair on the part of the peritoneum. Intestinal 
paralysis soon follows and, without surgical intervention, the disease is almost always 
fatal. But without infection from the genital canal, peritonitis may occur in the 
puerperium, owing to the inflammation of an existing focus, and this with or without 
lymphangitis. Of eleven cases here reported, the third was one in which an old 
purulent gonorrheeal salpingitis was reinfected by streptococci through the lymphatics ; 
rupture led to general peritonitis with death nine hours afterwards, and the fluid in 
the peritoneum contained the B. coli as well as the gonococcus and streptococcus. 
In another, after criminal abortion, the streptococcus was associated with the 
B. aérogenes capsulatus, and in another, fatal on the 10th day, with the B. coli. 
In four others the streptococcus alone was responsible for the suppuration. 


The staphylococcus aureus is not a common cause of septic puerperal infection, but 
the cases due to it are apt to be very severe, with a tendency to pyemia and the 
formation of metastatic abscesses. Foulerton and Bonney found this micro-organism 
in only one of 54 cases; Lloyd in 30 out of 159, and it was the cause of the infection 
in two of the eleven here reported. In the first the woman was delivered by a 
midwife after an apparently normal pregnancy, she was profoundly infected on the 
eighth day with a temperature of 104°3°, and died the following day. The peritoneal 
cavity contained much pus and some fibrin. There was pus in the pericardium with 
areas of septic pneumonia. The other patient was admitted and died on the 18th day, 
with pericarditis, empyema and general peritonitis. 

The gonococcus is a common cause of puerperal infection and was found in the 
lochia of puerperal women in 17 of 171 cases by the author and Dr. Stone, but only 
in one of the 17 did it lead to peritonitis. In the present series it occurred once 
alone, and once in a mixed infection. In the former case the temperature reached 
103°6° on the 5th day; pulse and temperature remained high and death occurred on 
the 17th. Mann has reported an unmixed infection by gonococci, in which the 
temperature reached 107°, but generally the fever is not high in gonorrheeal infection. 

In one of the 11 cases the cause was the pneumococcus; the woman was curetted 
on the 5th day after an induced abortion at 4 months, and died 3 days afterwards. 
Foulerton and Bonney found the pneumococcus in 6 out of 54 cases. 

The detection of micro-organisms in the lochia is no proof of infection, as they are 
found in 30 per cent. of cases of normal childbed. In an infected woman the peritoneum 
may be attacked without the occurrence of many additional symptoms, and on the 
other hand, lymphangitis itself may cause acute abdominal symptoms. Infection by 
streptococci seldom betrays itself before the third day, often much later: pain, of a 
colicky character, and aggravated by peristalsis, is usually prominent; rigidity comes 
on early and is most marked in cases with sudden onset; distension occurs later ; 
tenderness, when marked, is usually associated with attempts at repair, thick 
exudates, and adhesions; vomiting, at first regurgitative, later fecal or even 
hemorrhagic, is fairly constant. The temperature in the more virulent infections is 
at first intermittent, but high, and later is persistently high; in the less virulent in- 
fections, by gonococci or pneumococci the temperature usually does not exceed 103°. 
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The pulse, after rupture of the abscess in the case already mentioned, rose suddenly 
from 90 to 120, and became thready but hard. The pulse is a better criterion of the 
patient’s condition, than the temperature. The changes in the blood in puerperal 
infection are important: there is a considerable reduction in the number of the red 
corpuscles and an increase in that of the leucocytes, especially of the polymorpho- 
nuclear cells. A sudden considerable fall in the number of white cells, shows that 
the infective toxines are dominating the system: iodophilia varies with the degree of 
intoxication; bacteriological examination may give positive results. The physical 
examination should extend to the detection of any complications affecting the heart, 
lungs or joints, or such as cystitis, pyelitis, or pyonephrosis. Exploratory puncture, 
if employed at all, demands great care. 

Expectant treatment is nearly always fatal: nearly half the cases treated sur- 
gically recover, and the tendency is to better results. All cases, therefore, should be 
operated upon by laparotomy, evacuation of the purulent matter and, if possible, the 
removal of the focus of infection. McDonald would prefer hysterectomy to resection 
or ligature of the veins (Trendelenburg). Lavage should not be attempted; drainage 
is required, and may often be usefully effected by the vagina. When the intestine 
is paralysed and distended, the tension must be relieved by the high rectal tube, or if 
necessary by enterostomy. Jeannin has collected 121 cases of puerperal peritonitis 
extending back to the early days of abdominal surgery, 60 of which recovered, 
61 died. Antistreptococcic serum is more likely to be useful as a prophylactic, but 
good results have been obtained by Bumm, Rau and Escherich, and it should be tried. 
Mickulicz, Diez and Hanner, have successfully induced hyperleucocytosis before 
operating, by injections of nucleic acid or nucleate of sodium. 


Tuberculosis of the Placenta. 

WatrtHER (Cart). Beitrdge fiir pathologische Anatomie, 1907. Bd. xli., Ht. 3.— 
In a woman, with a family history of definite tuberculosis, who died at the seventh 
month of pregnancy, the placenta showed yellowish-white patches which microscopical 
examination proved to be caseation involving the decidual portion of the placenta. 
These patches affected the uterine side of the placenta only, the foetal aspect being 
quite unchanged and neither the foetus nor its umbilical cord showed any evidence of 
the disease. E. Scorr CARMICHAEL. 


Lithopzdion. 

v. Hotst, Dresden. Zentralbl. fiir Gyndkol., 1907. No. 15.—A woman who had 
had four children, the last in 1894, and an abortion at the third month in 1895, 
suffered from colicky pains in 1897, and from bleeding that lasted a year. In 1898 
she again had severe hemorrhage, which having ceased, she menstruated regularly 
every 4 weeks for three days. In 1900 she had amenorrhea for three months, and 
after a fall, severe hemorrhage for three weeks with discharge of clots but no embryo 
which from her previous abortion she would have recognized. She again became 
regular but, in 1906, applied to the Klinik on account of pain in the abdomen and 
sacrum. Laparotomy disclosed a cystoma on the right side, and a hard tumour, the 
size of a fist, which was almost built into its surroundings and was detached with 
difficulty. This tumour was adherent to the abdominal ostium of the left tube, and 
proved to be a true lithopedion. From the anamnesis the woman must have carried 
this lithopedion for six years. The report is illustrated by two Réntgengrams 
showing parts of the skeleton. 


Birth of Quadruplets. 
Wiuxine (S. V.). Journ. Amer. Med. Assoc., 1907. Vol. lxix., p. 43.—The 
mother was 36 years old, and had had 10 previous pregnancies. Labour was rapid 
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and easy. There were three girls and one boy each weighing nearly three pounds; 
one of the girls was alive six days after birth. The placenta was in two portions, the 
first weighing 11 and the second weighing 22 ounces. Each child had a complete 
amniotic sac, but the disposition of the chorions is not mentioned. 

C. Nepean LonGRIDcE. 


Hzmorrhages of the Central Nervous System of the New-born in 
Labours Terminated by the Forceps. 

CovuvetarrE (A.). Annales de Gynéc. et d’Obstet., January, 1907, p. 7.—This 
interesting and well-illustrated paper is based on 213 autopsies on the bodies of new- 
born children at the Clinique Baudeloque. They are divided into four classes accord- 
ing to the weight of the bodies which was: (a) in 76 instances, between 1,100 and 
2,000 grammes; (b) in 24, between 2,000 and 2,500 grammes; (c) in 43, between 
2,500 and 3,000 grammes, and (d) in 70, more than 3,000 grammes. The 43 infants in 
the third group need not be taken into account, as in none of them were there any 
hemorrhagic lesions of the central nervous system. In the small and premature 
children in groups (a) and (6), the lesions were mainly if not exclusively cerebral, 
and affected 15 (20 per cent.) in group (a) and 3 in group (6), that is to say 18 or 
nearly 20 per cent. of all the cases in the two groups in which the question of forceps 
extraction did not arise. In the group (d) the children were larger and the forceps 
was often required to effect delivery. In these cases, with one exception in which 
there was direct injury to the cerebrum from fracture of the parietal bone of a very 
large child weighing 3,500 grammes, the lesions of the nervous system were either 
medullary or bulbar and invariably associated with a difficult delivery; 6 were 
forceps cases, one a breech case, and in two there was compression of the cord. 
Couvelaire concludes that in forceps cases, the hemorrhages are generally situated in 
the bulb or cervical medulla, and that the cerebrum does not suffer except in case of 
direct injury as from fracture of the cranium. Pre-existing vascular lesions, especi- 
ally those of hereditary syphilis, constitute a predisposing cause and thus bulbo- 
medullary hemorrhages are sometimes found in very simple cases in which extraction 
by forceps has not been necessary. Finally it would appear that cerebral hemorrhages 
rarely occur in new-born children in whom the intra-uterine development is good, 
though they are by no means uncommon in small or premature infants delivered 
spontaneously. C. Husert Roserts. 


Intracranial Hemorrhages in the New-born. 

Seitz, Munich. Zentralb. fiir Gyndkol., 1907. No. 26, S. 780.—At the recent 
Congress of German Gynecologists at Dresden, Seitz demonstrated the locus of large 
intra-cranial hemorrhages in the new-born by horizontal and frontal sections from 
six cases. He said that in one-fifth of all cases such hemorrhages occurred after 
easy and spontaneous labour in primipare or multipare, in the others after difficult 
or artificial delivery. With few exceptions the blood was effused beneath the dura 
mater; the children might live for some days exhibiting symptoms of compression 
from which the seat of the hemorrhage might, as a rule, be diagnosed. 

In intratentorial (cerebellar) hemorrhage, the children at first are generally quiet 
and take their nourishment, but the respiration becomes affected (cyanosis, irregular 
and convulsive breathing) and finally, owing to the formation of collateral cedema of 
the cerebral hemispheres, general convulsions supervene and death usually occurs on 
the second or third day. 

In supratentorial (cerebral) hemorrhages, which are generally unilateral, in 
addition to the symptoms of compression (restlessness, crying, refusal of food from 
the first, coma, irregular respiration and action of the heart, frequently brady- 
cardia, and, during the stage of excitement, vasomotor disturbances, there are 
definite signs of a unilateral focus (facial paresis, spasms of the extremities, with 
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exaltation of the reflexes on the opposite side, etc.) from which the seat of the 
lesion may be determined. 

When there is hemorrhage both above and below the tentorium there are 
symptoms of both categories. 

In cerebral hemorrhages with symptoms of increasing compression many children 
that otherwise would surely die might be saved by trephining. A child so treated by 
Seitz sank ten hours after the operation from complicating cerebellar hemorrhage, the 
supra-tentorial hematoma, however, had been almost entirely removed. 


Deformities of the Vulva from Early and Late Indurating Gedema. 
Taytor (R. W.). Journ. Amer, Med. Assoc., 1907. Vol. xlix., p. 97.—Indurating 
cedema is a complication of syphilis. It may develop around an initial hard chancre, 
or at a later period. The whole or part of one or both labia may be involved. The 
induration usually begins insidiously without pain, heat or pruritus, and may become 
developed to its full extent in a week, although the majority of cases take longer. 
The labium may be enlarged to twice or even four times its natural size. The skin 
retains its normal colour more or less, but the inner surface of the labium majus and 
the labium minus generally become reddened. There are no signs of pitting on 
pressure, inflammatory engorgement, or acute cedematous swelling. The parts are 
neither hot nor tender, unless there be some concomitant staphylococcic or streptococcic 
infection. The lesion at its acme is of an extreme hardness, sometimes presenting a 
dense elasticity like the lobe of the ear, sometimes a stony feeling like bone, or 
there may be a very hard, central kernel, surrounded by a zone of elastic firmness. 
During pregnancy and when the parts are not kept clean, the induration may extend 
beyond the labial limits. Well marked secondary symptoms accompany the lesion. 
Partial resorption may take place after some months of medicinal treatment, but 
when the growth is large and of some standing, excision appears to be the best 
method to adopt. Spontaneous disappearance may occur, but is usually followed by 
atrophy and distortion of the vulva. The paper concludes with some discursive 
remarks on kraurosis, elephantiasis, leucoplakia and epithelioma of the vulva. 


C. Nepean LONGRIDGE. 


Epithelioma of the Clitoris. 

Nevuavs (F. H.). Journ. Amer. Med. Assoc., 1907. Vol. xlix., p. 41.—The 
patient was a widow aged 52, with no history of malignant disease among her 
immediate relatives. She had suffered from pruritus vulve for two years, with 
exacerbations during the last six months. The menopause was passed at the age of 
49. The urine was alkaline and phosphatic, but contained no sugar. She was very 
nervous and not well nourished, and refused to allow any local examination. Under 
treatment the pruritus diminished, but she was seen later on account of a burning 
pain on micturition. A local examination was then insisted upon and a growth of 
the clitoris was found about half the size of a hazel nut with considerable infiltration 
of the surrounding tissue. The surface of the tumour was ulcerated and covered with 
a dirty purulent exudate, bleeding easily when touched. There was no enlargement 
of the inguinal lymphatic glands. The tumour was excised with a large amount of 
the infiltrated tissue surrounding it: on microscopical examination it was diagnosed 
as a squamous-celled carcinoma. The pruritus was probably independent of the 
tumour, since the removal of the latter was not followed by any improvement in the 
former. C. Nepean Lonerince. 


Dysmenorrhcea as a Symptom of Abnormal Pelvic Conditions. 
Horpen (Gerry A.). Surgery, Gynecology and Obstetrics, May, 1906.—This 

paper is based on the study of 1,000 consecutive cases admitted into the Johns 

Hopkins Hospital under Dr. Howard Kelly. Of these patients, 474 suffered from 
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dysmenorrhea which, in 222, was not apparently due to any abnormal pelvic con- 
dition. If the dysmenorrhea associated with retrodisplacement in nullipar, is 
considered as the effect of the displacement, 229 patients, or 22°9 per cent. of the 
whole number, suffered from dysmenorrhea caused by abnormal pelvic conditions. 

With the exception of atresia of the vagina,, affections of the external genitalia 
have little causal effect in dysmenorrhea, and no etiological relationship could be 
traced between cervical lacerations or polypoid endometritis and that symptom. 

When the pelvic organs were normal, dysmenorrhea was the chief or only 
complaint. There were 59 such cases, a smaller proportion than would be found in 
general gynecological work, as women are not apt to apply for hospital treatment for 
this symptom only. 

Retrodisplacements were present in 70 nullipare, 60 of whom had dysmenorrhea. 
This clearly points to a causal relation between the displacement and the dysmenor- 
rhea; a relationship much more effective in nullipare than in multipare, as in 138 
of the latter who had retrodisplacement, only 36 complained of dysmenorrhea. 

In 270 cases of inflammatory pelvic disease, 31 per cent. (85) suffered from 
dysmenorrhea. In 133 cases of myoma, 26 or 20 per cent. had dysmenorrhea ap- 
parently due to the tumour, but malignant growths did not appear to have the same 
effect nor did solid or cystic tumours of the ovary. 

It appears, therefore, that retrodisplacement of the uterus, pelvic inflammatory 
disease, and myoma, are prominent factors in the causation of dysmenorrhea, and 
that these three conditions account for 90 per cent. of all the cases in which that 
symptom is due to pathological affections of the pelvic organs, retrodisplacement 
accounting for 41 per cent., pelvic inflammatory disease for 37 per cent., and myomata 
for 11 per cent. Rosert JARDINE. 


On Endometritis. 


HitscHMANN and Apter, Vienna. Zeits. fiir Geburts. und Gyndkol. Bd. Ix., 
Ht. 1.—This article is the result of series of researches which have yet to be published 
in detail, and is likely to modify the views hitherto prevalent on the histological 
conditions of endometritis. The authors consider that the accepted ideas as to what 
is normal in the uterine mucosa are much too limited, and that on this erroneous 
foundation, a false conception of what are the results of inflammation in the endo- 
metrium has been established. “ Endometritis glandularis hypertrophica” and “ endo- 
metritis glandularis hyperplastica,” have nothing to do with inflammation. Endo- 
metritis glandularis hypertrophica does not represent any pathological condition of 
the uterine mucosa, but is merely the premenstrual state of the normal endometrium. 
Endometritis glandularis hyperplastica, comprises on the one hand, normal pre- 
menstrual conditions, and on the other, variations in the glandular tissue which are 
within physiological limits; moreover, there is a glandular hyperplasia of the uterine 
mucosa which is entirely independent of inflammation. There is only one form of 
inflammation of the uterine mucosa, and that is the “endometritis interstitialis,” or 
baldly, “endometritis.” The process of, inflammation is conducted in the uterine 
mucosa in the same way as in other organs, that is it affects the stroma. The theories 
about endometritis are thus divested of their artificially constructed peculiarities and 
placed on the general basis of pathological anatomy. The diagnosis of endometritis 


depends on the presence of infiltration cells, plasma cells with definite morphological 
and staining characters. 


A Case of Sudden Death during the Climacteric. 
Pratt (E.). Brit. Med. Journ., 1907. Vol. i., p. 1,231.—The writer was hastily 


summoned to see a woman aged 45, said to be in a fit. On his arrival a few minutes 
later the patient was found to be dead. 
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The noteworthy points of the case are: (1) That the fatal attack occurred during 
the climacteric; (2) that attacks of a similar nature (except for the fatal termination) 
had occurred before; (3) the attacks were always in the morning, and (4) that there 
was no sign of disease post mortem. At the inquest the cause of death was stated to be 
“asthenic syncope immediately dependent upon the climacteric.” The writer can find 
no record of any similar case, and has failed to discover that the climacteric has been 
held to account for sudden death. Frank E. Taytor. 


The Treatment of Extensive Cystocele and Uterine Prolapse. 

Déurssen (A.). Surgery, Gynaecology and Obstetrics, May, 1907.—This paper, 
translated by J. F. Hultgen of Chicago, is a retort to one with a similar title pub- 
lished (ibidem, June, 1906) by Watkins, advocating an operation he claimed to be a 
development of Diihrssen’s and Mackenrodt’s method of vaginal fixation for retro- 
position of the uterus. Diihrssen points out that in 1904, he had already described 
the operation now recommended by Watkins, gives the record of several cases, and 
shows that the two methods are absolutely alike. 


To cure a cystocele, the bladder must not only be detached from the anterior 
vaginal wall and the cervix, but must also be freed from all its connexions right up 
to the ureters, that is to say, it must be separated by scissors or blunt dissection 
from its proper peritoneum, the plica vesico-uterina, and even more essentially from 
the parametrium on each side, until the ureters are exposed; the cystocele then 
disappears spontaneously and the uterus is fixed to the vagina, in the author’s way, 
by one silkworm-gut suture passing through the vaginal wall, the peritoneum and the 
upper part of the corpus uteri. The sagittal incision through the peritoneum is 
closed separately, a precaution that absolutely excludes subsequent dystocia, so that 
this operation may be safely performed on child-bearing women. Moreover, the 
method is not only suitable for cases of extensive cystocele with prolapse, but is 
adapted to minor degrees of cystocele, with descent of the retroverted or retroflexed 
uterus, or with anteflexion of the uterus. Rosert JARDINE. 


A Case of Prolapsus Mucosz Urethre associated with Prolapsus 
Uteri. 

Haacen (J.). Gyndkol. Rundschau. Ht. 13.—The patient, aged 75, who had 
suffered from prolapsus uteri for some years, was, one day, suddenly seized with 
severe pain in the vulva; she had to pass urine every few minutes, and this was 
accompanied with severe burning pain; at the same time she became aware of an 
exceedingly tender tumour in the region of the vaginal inlet. 

On examination, a bluish-red tumour, the size of a walnut, was seen at the site of 
the urethra; on its summit a minute opening could be seen, from which a 
few drops of urine came away. The prolapsed uterus lay immediately below this 
tumour and was replaced—but attempts to replace the prolapsed urethra were 
unsuccessful, as the tumour was extremely tender and bled very readily. The next 
day the prolapsed mucous membrane was replaced under anesthesia, but the prolapse 
returned almost immediately, the external meatus being very patulous admitting 
the index finger easily. The prolapsed mucous membrane was therefore excised 
completely. The patient made an excellent recovery. 


Such extensive prolapse of the urethral mucous membrane is exceptional, and 
must be distinguished from prolapse of a part of the mucous membrane of the bladder 
through the urethra, which is not so rare. The cause was probably a general relaxa- 
tion of the tissues due to old age. In this case, the prolapse of the uterus was 
associated with prolapse of the urethra also, due to relaxation of its musculature and 
excessive patulousness of the external meatus. Earpiey HOoLianp. 
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dysmenorrhea which, in 222, was not apparently due to any abnormal pelvic con- 
dition. If the dysmenorrhea associated with retrodisplacement in nullipare, is 
considered as the effect of the displacement, 229 patients, or 22°9 per cent. of the 
whole number, suffered from dysmenorrhea caused by abnormal pelvic conditions. 


With the exception of atresia of the vagina,, affections of the external genitalia 
have little causal effect in dysmenorrhea, and no etiological relationship could be 
traced between cervical lacerations or polypoid endometritis and that symptom. 

When the pelvic organs were normal, dysmenorrhea was the chief or only 
complaint. There were 59 such cases, a smaller proportion than would be found in 
general gynecological work, as women are not apt to apply for hospital treatment for 
this symptom only. 

Retrodisplacements were present in 70 nullipare, 60 of whom had dysmenorrhea. 
This clearly points to a causal relation between the displacement and the dysmenor- 
rhea; a relationship much more effective in nullipare than in multipare, as in 138 
of the latter who had retrodispl t, only 36 complained of dysmenorrhea. 

In 270 cases of inflammatory pelvic disease, 31 per cent. (85) suffered from 
dysmenorrhea. In 133 cases of myoma, 26 or 20 per cent. had dysmenorrhea ap- 
parently due to the tumour, but malignant growths did not appear to have the same 
effect nor did solid or cystic tumours of the ovary. 

It appears, therefore, that retrodisplacement of the uterus, pelvic inflammatory 
disease, and myoma, are prominent factors in the causation of dysmenorrhea, and 
that these three conditions account for 90 per cent. of all the cases in which that 
symptom is due to pathological affections of the pelvic organs, retrodisplacement 


accounting for 41 per cent., pelvic inflammatory disease for 37 per cent., and myomata 
for 11 per cent. 


Rosert JARDINE. 


On Endometritis. 


HirscHMANN and Apter, Vienna. Zeits. fiir Geburts. und Gyndkol. Bd. 1x., 
Ht. 1.—This article is the result of series of researches which have yet to be published 
in detail, and is likely to modify the views hitherto prevalent on the histological 
conditions of endometritis. The authors consider that the accepted ideas as to what 
is normal in the uterine mucosa are much too limited, and that on this erroneous 
foundation, a false conception of what are the results of inflammation in the endo- 
metrium has been established. ‘“ Endometritis glandularis hypertrophica” and “endo- 
metritis glandularis hyperplastica,” have nothing to do with inflammation. Endo- 
metritis glandularis hypertrophica does not represent any pathological condition of 
the uterine mucosa, but is merely the premenstrual state of the normal endometrium. 
Endometritis glandularis hyperplastica, comprises on the one hand, normal pre- 
menstrual conditions, and on the other, variations in the glandular tissue which are 
within physiological limits; moreover, there is a glandular hyperplasia of the uterine 
mucosa which is entirely independent of inflammation. There is only one form of 
inflammation of the uterine mucosa, and that is the “endometritis interstitialis,” or 
baldly, “endometritis.” The process of, inflammation is conducted in the uterine 
mucosa in the same way as in other organs, that is it affects the stroma. The theories 
about endometritis are thus divested of their artificially constructed peculiarities and 
placed on the general basis of pathological anatomy. The diagnosis of endometritis 


depends on the presence of infiltration cells, plasma cells with definite morphological 
and staining characters. 


A Case of Sudden Death during the Climacteric. 
Pratt (E.). Brit. Med. Journ., 1907. Vol. i., p. 1,231.—The writer was hastily 


summoned to see a woman aged 45, said to be in a fit. On his arrival a few minutes 
later the patient was found to be dead. 
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The noteworthy points of the case are: (1) That the fatal attack occurred during 
the climacteric; (2) that attacks of a similar nature (except for the fatal termination) 
had occurred before; (3) the attacks were always in the morning, and (4) that there 
was no sign of disease post mortem. At the inquest the cause of death was stated to be 
“asthenic syncope immediately dependent upon the climacteric.” The writer can find 
no record of any similar case, and has failed to discover that the climacteric has been 
held to account for sudden death. Frank E. Tayor. 


The Treatment of Extensive Cystocele and Uterine Prolapse. 

Diurssen (A.). Surgery, Gynacology and Obstetrics, May, 1907.—This paper, 
translated by J. F. Hultgen of Chicago, is a retort to one with a similar title pub- 
lished (ibidem, June, 1906) by Watkins, advocating an operation he claimed to be a 
development of Diihrssen’s and Mackenrodt’s method of vaginal fixation for retro- 
position of the uterus. Diihrssen points out that in 1904, he had already described 
the operation now recommended by Watkins, gives the record of several cases, and 
shows that the two methods are absolutely alike. 


To cure a cystocele, the bladder must not only be detached from the anterior 
vaginal wall and the cervix, but must also be freed from all its connexions right up 
to the ureters, that is to say, it must be separated by scissors or blunt dissection 
from its proper peritoneum, the plica vesico-uterina, and even more essentially from 
the parametrium on each side, until the ureters are exposed; the cystocele then 
disappears spontaneously and the uterus is fixed to the vagina, in the author’s way, 
by one silkworm-gut suture passing through the vaginal wall, the peritoneum and the 
upper part of the corpus uteri. The sagittal incision through the peritoneum is 
closed separately, a precaution that absolutely excludes subsequent dystocia, so that 
this operation may be safely performed on child-bearing women. Moreover, the 
method is not only suitable for cases of extensive cystocele with prolapse, but is 
adapted to minor degrees of cystocele, with descent of the retroverted or retroflexed 
uterus, or with anteflexion of the uterus. Rosert JARDINE. 


A Case of Prolapsus Mucosz Urethre associated with Prolapsus 
Uteri. 

Haacen (J.). Gyndkol. Rundschau. Ht. 13.—The patient, aged 75, who had 
suffered from prolapsus uteri for some years, was, one day, suddenly seized with 
severe pain in the vulva; she had to pass urine every few minutes, and this was 
accompanied with severe burning pain; at the same time she became aware of an 
exceedingly tender tumour in the region of the vaginal inlet. 


On examination, a bluish-red tumour, the size of a walnut, was seen at the site of 
the urethra; on its summit a minute opening could be seen, from which a 
few drops of urine came away. The prolapsed uterus lay immediately below this 
tumour and was replaced—but attempts to replace the prolapsed urethra were 
unsuccessful, as the tumour was extremely tender and bled very readily. The next 
day the prolapsed mucous membrane was replaced under anesthesia, but the prolapse 
returned almost immediately, the external meatus being very patulous admitting 
the index finger easily. The prolapsed mucous membrane was therefore excised 
completely. The patient made an excellent recovery. 


Such extensive prolapse of the urethral mucous membrane is exceptional, and 
must be distinguished from prolapse of a part of the mucous membrane of the bladder 
through the urethra, which is not so rare. The cause was probably a general relaxa- 
tion of the tissues due to old age. In this case, the prolapse of the uterus was 
associated with prolapse of the urethra also, due to relaxation of its musculature and 
excessive patulousness of the external meatus. Earpiey 
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Retroflexion of the Uterus as a Cause of Habitual Abortion. 

Gutiérrez. Miinchnr. med. Wehnschr., 1907. S, 850.—Retroflexion, more often 
than is supposed, causes habitual abortion. This is chiefly owing to secondary 
metritis and endometritis, but also because the fundus uteri, lying in the pouch of 
Douglas, is molested during coitus, so that pain, contractions of the uterus, and 
hemorrhage follow, and finally, because the uterus becomes incarcerated. Out of one 
hundred pregnant women with retroflexion, 20 aborted, and in 5 the uterus became 
incarcerated. In regard to treatment, if advice is sought before abortion has 
happened, one may order rest and the assumption of the knee-breast position daily 
for half an hour or an hour, and also 20 drops of tincture of viburnum prunifolium ; 
if reduction does not take place spontaneously, it must be effected by hand. If the 
patient when seen has aborted, the uterus should be replaced manually and supported 
by a ring; cold vaginal irrigations must be employed, and the patient must be 
examined every four months. If, in spite of this treatment for 10 months, the 
uterus relapses into retroflexion, surgical treatment is indicated. If the patient 
should conceive while wearing the pessary, the pessary should be removed at the end 
of the fourth month. Fixed retroflexion demands surgical treatment. 


Inversion after Abortion. 

Prismann, Berlin. Zeits. fiir Geburts. und Gynakol. Bd. lx., Ht. 1.—Hitherto 
only six cases of inversion after abortion have been recorded. Priismann relates 
another : a quintipara, aged 32 years, whose uterus became inverted after an abortion 
in the third month. No medical aid was called until she had been bleeding for days, 
and then in spite of prompt diagnosis and appropriate treatment, it was not possible 
to save the woman, who died from profound anemia. 


On the Etiology of Puerperal Inversion. 

Fritscu, Bonn. Zentralb. fiir Gyndkol., 1907. No, 16.—Fritsch attributes in- 
version of the uterus during the third stage of labour to: (1) the uterus of the 
woman having unusually thin walls; (2) the placenta being seated at the fundus uteri; 
and (3) the exercise of forcible pressure from above or traction from below. He 
reports a case of a woman in whose successive confinements inversion always. 
happened on the expulsion of the placenta, and in whom this predisposition probably 
depended on the wall of her uterus being unusually thin. 


Laparotomy in Irreducible Retroflexion and Retroversion of the 
Gravid Uterus. 

Kistner, Breslau. Monats. fiir Geburts. und Gyndkol. Bd. xxv., Ht. 2.—In a 
case of fixed retroflexion of the gravid uterus with ischuria paradoxa, after unsuccessful 
attempts at reduction under narcosis, the abdomen was opened, the adhesions separ- 
ated, and the position of the uterus corrected by a Smith pessary. The woman re- 
covered completely. 

Kiistner, in such cases, would not only seek to spare and preserve the bladder, if 
necessary by the induction of abortion, but would endeavour to correct the position 
of the uterus by abdominal section, for it is restoration of the uterus to its proper 
position that gives the best hope of the complete recovery of the bladder from the 
serious injuries to which it has been subjected. 


Total Colpo-hysterectomy by the Vulvo-perineal Way; the 
Schuchardt-Schauta Operation for Uterine Cancer. 
Proust (R.). Za Presse Médicale, 1907. No. 22, p. 169.—Schauta’s modification _ 
of the Schuchardt operation consists in closing the vagina so as to remove the cancer 
in a shut sac. He has operated on 218 patients, with a mortality of 11 per cent., im 
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the following way: (1) With gloved hands, after sterilization of the vagina and 
cauterization of the growth, he makes a circular incision in the vaginal wall, and, well 
below the disease, dissects a cuff of 5cm. or so in length, which is stitched up so as 
to seal the canal hermetically; (2) the paravaginal incision is then made from the 
left posterior lateral part of the vulva, outside the anus and often extending as far 
back as the sacrum, the rectum being carefully isolated and pushed to the right side, 
the hemorrhage is arrested by ligatures on any spouting vessels, and by plugging 
with gauze; as Staude has suggested, this incision may be made on the right side 
also; (8) the bladder and ureters are then dissected free, and the uterine arteries 
may be secured at this stage or later; (4) beginning behind, the dissection is con- 
tinued on the sides of the vagina to the base of the parametrium, the vascular areas 
on each side of the vagina require hemostasis; (5) the peritoneal cavity is opened 
through the anterior vaginal vault with scissors, then through Douglas’s pouch; the 
uterus is turned over, and the round ligament is tied and divided, then the 
utero-ovarian; the broad ligaments are cut wide of the uterus, the uterine 
arteries having been secured if this has not already been done, and the utero-sacral 
ligament is then divided, and the attachments on the opposite side having been 
treated in the same way, the uterus and vagina are removed with the adnexa; (6) the 
peritoneum is closed transversely, a couple of points of suture are put in the vaginal 
flaps, and below them a gauze plug passes into the cavity below the closed peritoneum : 
the vulva is restored by a series of deep sutures through the sides of the Schuchardt 
incision. The technique is illustrated by eight excellent figures, and a ninth is given 
of Spiegler’s automatic speculum which is a great help in keeping the field of opera- 
tion open. The gauze plug is removed on the eighth day and the patients can 
usually get up on the 14th. The only serious accidents have been that the bladder 
was wounded in 8, and the ureter in 7, of the 218 cases. 


Retroperitoneal Sarcoma of Douglas’s Pouch. 
Watters (C. F.) and Harz (I. W.). Brit. Med. Journ. Vol. i., p. 1,049.—A 
married woman, aged 35, who two years previously had undergone an operation for 
cholelithiasis, complained of an abdominal swelling. The swelling was about the 
size of the foetal head, and was situated in the pelvis, between the uterus and 
rectum. The uterus was displaced upwards and forwards. The new growths were 
firm and nodular, and appeared to be connected with the posterior wall of the upper 
part of the cervix, and with the anterior wall of the rectum. The superficial veins 
of the thighs and legs were enlarged, those of the abdominal wall were not affected. 
In the differential diagnosis, fibroids, uterine and rectal growths retroperitoneal and 
intraligamentary tumours, dermoids and myeloid and periosteal new formations had 
to be considered. An abdominal incision exposed a vascular soft growth in a thin 
shiny capsule, filling up the posterior half of the true pelvis. It bled so freely as 
to be irremovable. Death occurred 48 hours later. At the autopsy the organs were 
found to be healthy and the tumour was seen to spring from the retro-peritoneal 
tissue of the pouch of Douglas. Microscopically it was a mixed celled sarcoma. Of 
growths arising in this situation only 7 are on record: these the authors briefly 
review, and conclude that an attempt at the extirpation of such tumours is justifiable, 
but that the prognosis is unfavourable. Frank E. Taytor. 


The Results of the Removal and Transplantation of the Ovaries. 

Marsuwatt (F, H. A.) and Jotty (W. A.). Trans. Roy. Soc. Edin., 1907. Vol. 45. 
This paper is based on experiments of homoplastic and heteroplastic transplantation 
of the ovaries of rats, generally by peritoneal grafting. A considerable number of 
the homoplastic transplantations were successful but, of the heteroplastic, only two 
were entirely satisfactory : in one, the graft was made upon a rat of the same litter 
as the one from which the ovaries were removed ; in the other heteroplastic graft, the 
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two animals were probably sisters though this was not quite certain. The uterine 
degeneration which follows simple removal of the ovaries did not occur in the cases 
in which the transplantation of the ovaries was successfully effected. It is therefore 
concluded that the influence of the ovaries upon the uterus is chemical rather than 
nervous and, therefore, probably due to an internal secretion elaborated, not merely 
at periods of heat and during pregnancy, when the ovaries show their greatest 
activity, but throughout the whole of the cestruous cycle. E. Scorr CARMICHAEL. 


a Multilocular Ovarian Cyst successfully Removed from an 
nfant of Eleven Months. 

MacGittivray (C. W.). Lancet, 1907. Vol.i., p. 1,487.—Swelling of the abdomen 
had been noticed in a breast-fed infant since the age of three months, and had 
increased so rapidly that at eleven months, the abdomen was enormously distended 
and there was absolute dulness to percussion except in the left flank. On 
abdominal section the tumour proved to be a multilocular cyst, measuring from 10 to 
11 inches in length and from 4 to 5 in thickness; though it formed one mass it 
really consisted of two multilocular cysts with flattened sides, attached to one 
another by loose connective tissue, suggesting the possibility of its being a double 
ovarian cyst. The tumour was retroperitoneal and the appendix, cecum and ascend- 
ing colon were stretched over its surface ; in order to enucleate it, the posterior layer of 
the peritoneum had to be torn through. It was attached to the posterior abdominal 
wall at three points, one below the liver, one about the level of the umbilicus, and a 
third, near the brim of the pelvis on the right side. The state of the child at the 
time of the operation prevented the investigation of the condition of the pelvic and 
other organs. 

The pathologist reported the growth to be a multiple cystic ovarian tumour, with 
a stroma of young connective tissue surrounding spaces with an epithelial lining. 
Though much collapsed after the operation, the infant made a good recovery. An 
interesting review of the literature about such tumours in children is appended. 

J.8.F. 


Ovariotomy at the Age of Ten. 

ArumGaM (J. V.). Brit. Med. Journ., 1907. Vol. i., p. 1,363.—A girl aged 10 
was admitted to the Victoria Hospital, Bangalore, on October 13th, 1906, for an 
abdominal tumour. Cceliotomy was performed, and the tumour was found to be a 
multilocular growth of the left ovary, partly cystic and partly solid. It was removed 
and the patient made a good recovery. Frank E. Taytor. 


Large Papilloma of the Ovary. 

Rosson aND Opcers. Lancet, 1907. Vol. i., p. 1,649.—A single woman of 26 
had had attacks of abdominal pain for seven years, but had not been laid up by them 
until three weeks before her admission to hospital. Her temperature was then raised, 
and the lower part of her abdomen was rigid and tender and contained a large, fixed, 
nodular mass reaching nearly up to the umbilicus. On vaginal examination, a portion of 
this mass was found to fill up the pouch of Douglas and displace the uterus forwards. 
There was no ascites. The diagnosis lay between tuberculous peritonitis originating 
in the Fallopian tubes and a solid ovarian tumour: the former was considered the 
more probable, and she was put under treatment by open air and forced feeding, but 
as the pelvic condition remained unchanged, though her general health improved, 
abdominal section was performed. A solid tumour of the left ovary was found ad- 
herent to the walls of the pelvis, the posterior surface of the uterus and the pelvic 
colon. It was as large as a child’s head and completely filled the pelvis, presenting 
large smooth bosses, and when removed weighed 2°5lbs.; there were no secondary 
deposits and the right ovary was normal. The tumour looked like a fibroma, but on 
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section proved to be papillomatous, to have originated at the hilum and to have 
surrounded without involving the ovary. Histologically the growth resembled a 
simple papilloma throughout, with differences in the amount of stroma present in 
its various parts. J.8.F. 


Endothelioma of the Ovary. 

Barratt (CHANNING W.). Surgery, Gynaecology and Obstetrics, May, 1907.— 
After reviewing the whole literature of this subject, the author gives short accounts 
of all the cases of endothelioma published up to the present time, and adds a case 
of his own illustrated by a large number of beautiful drawings, coloured and plain, 
of the microscopical and macroscopical appearances of his specimen. It is impossible 
to do justice to the paper in an abstract; those specially interested in the subject will 
find it well worth their study; a most extensive bibliography is given. 

Rosert JARDINE. 


Wandering Spleen simulating an Ovarian Tumour with Twisted 
Pedicle. 

Lewis (A. J.). Brit. Med. Journ., 1907. Vol. i., p. 1,237.—A girl, aged 21, had 
noticed for three months a swelling in the abdomen which rapidly increased in size. 
There was considerable pain in the abdomen and back, and sickness became severe 
and persistent. The abdomen had the appearance of a six months’ pregnancy. The 
swelling was freely movable, and it was easy to pass the fingers down behind it 
from above. On the upper margin a sulcus could be felt like the notch in a spleen. 
Vaginally, a mass, quite separate from the uterus, could be felt in the right fornix. 
The diagnosis of ovarian tumour with twisted pedicle was made, but on opening the 
abdomen the mass was found to be a large and congested spleen with a long twisted 
pedicle. It was replaced in position, and the wound healed by first intention. On 
the fifth day thrombosis developed in the left leg, and gradually disappeared. In 
the fifth week the patient suddenly collapsed and died within six hours. At the 
autopsy the spleen was still large and congested, but in good position and firmly 
adherent to the peritoneum. Death was due to thrombosis of the mesenteric veins. 

Frank E. Tayor. 


The Destructive Hydatid Mole. 

KavrrMann, Berlin. Zeits. fiir Geburts. und Gyndkol. Bd. Ht. 1.—After 
the evacuation of an hydatid mole, some villi and decidual remains of which must 
evidently have been left in the uterus, another hydatid mole developed, not in 
the uterine cavity or myometrium but in the veins of the broad ligament. This new 
grape-mole did not in any essential way differ from the primary one in the uterus, and 
remained limited to the veins. The case proves that hydatid moles may be followed 
by new growths which, in regard to their pathological anatomy, are innocent; never- 
theless total extirpation of the affected organ is justified, for it is impossible to decide 
by macroscopic inspection whether benign or malignant degeneration is present. 


Chorionepithelioma Developed in the Broad Ligament. 

Garkiscu, Prague. Zeits. fiir Geburts. und Gyndkol. Bd. \x., Ht. 1.—This case 
was one in which the uterus was not affected, but in which there had probably been 
a pregnancy in the isthmus of the tube where well-marked decidual changes were 
found. There was, however, in the uterus a remarkable formation of typical decidua 
of lcm. in thickness, with flattened multiple layers of superficial epithelium, and 
well marked proliferation of the glandular epithelium. Moreover, there were decidual 
changes on the surface of the ovary. 
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Fistula in Ano due to Pyosalpinx : Double Uterus and Vagina. 

Viotet and Corre. Lyon Médical, June 28rd, 1907.—In 1890 a woman, then 
19 years of age, came under the care of Professor Laroyenne with symptoms, registered 
as “perimetritis,” which disappeared after rest and poulticing. A month after dis- 
charge from hospital, she underwent an operation for an abscess on the margin of the 
anus, which healed very slowly. In 1898 Bérard operated on her for fistula in ano. 
Two years later she had an attack of left salpingitis, treated by rest. She remained 
free from pelvic and abdominal pains until June, 1906, when rigors occurred, with 
vomiting, much leucorrhceal discharge, and ultimately a free escape of pus from the 
anal fistula, which gave relief. 

Since the age of 16 this woman, now 36 years old, had always been regular, her 
periods, from the first had been free from pain and she had never been pregnant. 

In September, 1906, this patient, who had been so long under the observation of 
several surgeons at Lyons, was once more admitted into hospital. The vagina was 
found to be completely double; the lower border of the septum, which was very 
stout, lay at the level of the vulval cleft. A perfect cervix was found at the upper 
end of each vagina. No discharge of any kind came away from the right canal, but 
muco-purulent matter escaped from the left vagina, which was the more usually 
involved in coitus. The uterus was clearly double, a mass of the size of an orange 
lay to the left of the left uterus; this mass was tender and fluctuated on pressure. 
There was also parametritic deposit below the mass, and the anal fistula ran up the 
recto-vaginal septum as far as the base of the left broad ligament. The right uterus 
was a little enlarged and freely movable. The anal fistula was laid open as far as its 
upper limits. The swelling on the left side of the pelvis greatly diminished during 
convalescence ; but the patient was at that time troubled by the appearance of several 
boils over the pubes, which delayed further treatment. 


On January 2, 1907, Pollosson performed abdominal section. The right uterus 
bore in its fundus a myoma of the size of a small orange, which was enucleated. 
The right Fallopian tube and ovary were normal. Between the uteri ran a very well- 
developed peritoneal fold from the serous coat of the bladder to the peritoneum 
investing the upper part of the rectum. There was much fat between its layers. 

The left uterus was involved in old adhesions which buried it under coils of 
intestine. In separating the appendages a big pyosalpinx burst and much thick, 
scentless pus escaped. This suppurating tubal sac communicafed with the rectum and 
with the parametric tissue at the base of the left broad ligament. The sac was re- 
moved, the fistulous communication with the rectum touched with the thermo-cautery 
and covered in with peritoneum, and the abdominal wound closed without drainage. 
The anal fistula at length began to heal rapidly. In June, 1907, the patient was in 
good health. The catamenia had appeared regularly since the operation, yet although 
the left ovary had been removed with the suppurating left tube, the menstrual blood 
escaped from the left vagina. 

[For the literature of duplicity of the uterus and vagina, and associated patho- 
iogical conditions, see “Two Cases of Uterus Septus Unicollis, both associated with 
Fibromyoma, and one only with Hematosalpinx,” by Dr. Cuthbert Lockyer and the 
reporter, in this JouRNAL, vol. vii., p. 167; “On the mode of Development of Uterus 
Bicornis,” by Dr. Lockyer, ib., vol. xi., p. 23, also several articles on cornual gesta- 
tion at the end of vols. ix. and x.] ABan Doran. 


Acute Pelvic Abscess followed by Acute Obstruction. 

Leach (E.). Brit. Med. Journ., 1907. Vol. i., p. 1,050.—A pelvic abscess 
developed in a woman aged 53, and the pus was discharged spontaneously per rectum. 
A month later symptoms of acute intestinal obstruction supervened and abdominal 
section was performed. A hard growth (carcinoma?) was found springing from the 
left ovary, to which the bowel was bound down by dense adhesions, giving rise to 
the obstruction. The patient’s condition was so bad that it was impossible to do 
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more than bring a loop of bowel into the wound. Death occurred next day. The 
interest of the case lies in the difficulty of diagnosing whether the pelvic abscess 
originated from the appendix or the ovary. Frank E. Taytor. 


Tubal Pregnancy associated with an Ovarian Cyst. 

Arnotp (E. G. Emerson). Lancet, 1907. Vol. i., p. 1,490.—This case is re- 
ported as une of cystoma of the right ovary with an early pregnancy in the left tube. 
Abdominal section was performed on account of attacks of pain which, with a 
history of amenorrhoea, suggested a tubal pregnancy threatening abortion; the 
right ovary, containing a unilocular cyst the size of a tennis ball, filled with clear 
fluid, and the left tube, in which there was a mole about the size of a large walnut 
with a distinct amniotic cavity, were removed. No microscopic examination was 
possible, and the cyst is not proved to have been a true ovarian cystoma. J.S.F. 


Early Rupture of the Gravid Tube. 

Stark (J. N.). Brit. Med. Journ., 1907. Vol. i., p. 1,282.—A woman, aged 30, 
who had been married two years and had never been normally pregnant, was operated 
on for internal hemorrhage. The bleeding came from a ragged-edged opening fully 
half-an-inch in length, in the upper surface of the left tube at the junction of the 
tube and uterus. It was necessary to tie and stitch in the tear, so that the portion 
of the tube in which the rent had been situated was destroyed during the operation. 
Her menstruation had always been regular, recurring every twenty-eight days “to 
the day.” The last period ceased on May 12. No coitus had occurred until May 
19th, exactly a week after that date, the operation being performed on May 28th, 
nine days later. Stark considers this to be the earliest ruptured tube recorded. 

Frank E. Tayor. 


Ruptured Extrauterine Pregnancy with Free Hemorrhage into 
the Peritoneal Cavity. 

Harm and Leperer, Vienna. Monats. fiir Geburts. und Gyndkol. Bd. xxv., 
Ht. 2.—The previous existence of genital disease, frequently gonorrheal, was dis- 
covered in about one half of the 27 cases of ruptured extrauterine pregnancy here 
reported. The rupture occurred, on the average, in the second to the third month, 
and is attributed by the authors to erosion of the wall of the tube by the 
growing villi of the placenta, contractions of the tube also exercising some causal 
influence. Without seeking any assistance in diagnosis from exploratory puncture or 
curettage, when rupture has occurred the bleeding must be arrested by operation and 
in most cases by laparotomy. In many of the 27 cases the adnexa were diseased. 
The blood was removed as rapidly as possible, and the operation was concluded by 
Mickulicz’s method of plugging. Four cases were fatal, but in some of the others 
normal pregnancy has since occurred. 


WEIsswaNncE, Dresden. Zentralbl. fiir Gyndkol., 1907. No. 14.—The author 
reports a tubal pregnancy in a young married woman recently infected with 
gonorrhoea, and with severe recent inflammation of the tube which had not attacked 
the open fimbriated end. Such cases should appear as sequels of gonorrhea, not merely 
as extrauterine pregnancies. 


Repeated Ectopic Gestations. 

KuprennEIM, Pforzheim. Archiv fiir Gyndkol. Bd. Ixxxi., p. 211.—Reports of 
3 cases of repeated ectopic fcetation. The previous histories revealed neither 
gonorrhceal nor other infection, and no cystic degeneration or cirrhosis of the ovaries 
could be found, but in all the cases there was a characteristic tortuosity of the 
uterine portion of the tube, the walls of which were thickened in parts. Kuppenheim 
thinks that an abnormal condition of the tube-wall may lead to ectopic gestation, and 
that a defective tubal peristalsis may be an additional cause. H. T. Hicks. 
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REVIEWS OF RECENT BOOKS. 


A Text-sook or Diseases or Women. By J. Clarence Webster, B.A., M.D., 
F.R.C.P.E., F.R.S.E., Professor of Obstetrics and Gynecology in Rush 
Medical College, Chicago. Large 8vo, 712 pp., with 372 text illustrations and 
10 coloured plates. Philadelphia and London: W. B. Saunders & Co., 1907. 
Cloth, price 30s, net. 


Before Dr. Webster left Edinburgh he had already by his researches and published 
works earned a wide and well deserved reputation in the department of gynecology, 
and his friends were not surprised when, after a short stay in Montreal, he was 
called to fill the important post of Professor of Obstetrics and Gynecology in the 
Rush College, Chicago. 

That the Professorial chair has not lessened the diligence and ardour of his earlier 
years the present work alone would amply testify. It reaches a high level of ex- 
cellence and will, we are sure, be warmly welcomed and appreciated by all British 
gynecologists. It reflects the careful scientific work of the author’s Edinburgh days, 
and embodies the practice of his recent years in America where he has had a very 
large operative and clinical experience. 

Much of Dr. Webster’s first manual, published nine years ago, is incorporated in 
the present treatise, bnt this portion of the book has been thoroughly revised and brought 
up to date, while the greater part has either been entirely rewritten or is quite new. 
A comparison of the two volumes is a striking demonstration of the advances in 
gynecology during this short period. 

In the present treatise the scientific basis of each subject treated is brought 
prominently forward. The copious references to modern researches in Sectional and 
Dissectional Anatomy, Comparative Anatomy, Histology, Pathology, Embryology and 
Bacteriology, in their bearings on Diseases of Women, give the volume a very special 
interest and value to all students and workers in this department of medicine, and 
impress the reader alike with the amount of Dr. Webster’s own work in these sub- 
jects and with his extensive knowledge of their literature. 

The opening chapter on Anatomy is excellent, lucid in style and beautifully 
illustrated. Exception may be made in regard to that part devoted to the study of 
the pelvic floor, which is too controversial and perhaps unduly long. 

Chapter III. deals with the Bacteriology of the genital tract in various con- 
ditions and the part that micro-organisms play in pelvic disease, and in it will be 
found an excellent and valuable summary of the immense amount of work that has 
lately been done in investigating these two important subjects. 

A narrow specialism has in recent years, we think, attached an undue etiological 
significance to local pelvic lesions in cases of Hysteria, Neurasthenia and Insanity, 
and we are glad therefore to find Dr. Webster in Chapter IV., on “Neuroses in 
Relation to Pelvic Disease in Women,” insisting that, in these conditions, where there 
is an associated pathological condition of the pelvic organs, a most careful study must 
be made in order that the proper relationship between them may be established, and 
that operative interference should only be had recourse to when this relationship has 
been clearly made out and even then should be combined with general and wider 
therapeutic measures. 

The surgical technique employed by the author is treated of very fully, and to 
the operating gynecologist this chapter will be found to be one of the most interesting 
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in the book. It is given with that detail which alone can make an article on this 
subject of any value to those who may wish to adopt any of the methods advocated. 
Dr. Webster is a strong advocate of the abdominal route in abdominal pelvic surgery. 
The claim made in favour of colpotomy that it is attended by less shock, less post 
operative disturbance, and less danger to life is, he considers, true only in a limited 
percentage of cases. The control of hemorrhage, the covering over of denuded 
peritoneal surfaces, the treatment of adhesions to bowel and other structures, the 
removal of a diseased appendix so often found in gynecological operations, can all 
be so much more safely and satisfactorily accomplished through the abdominal 
incision, that the vaginal route can never replace the abdominal incision in routine 
work. All of this we heartily indorse. 


The author has, he states, made considerable use of local anesthesia in major and 
minor gynzcological procedures. Indications for its use are old age, pulmonary, 
renal and cardiac disease, anemia, chronic wasting disease and sepsis. He recom- 
mends the Schleich infiltration method. Even his advocacy, however, fails to carry 
conviction to the reader. It is stated that the patient should be cheered and en- 
couraged by the operator throughout the operation, that a few drops of chloroform 
should be given from time to time, while sometimes it is said the patient may become 
so excited and nervous as to necessitate recourse to general anesthesia. Nevertheless, 
the author quotes the case of a cystic fibro-myoma of the uterus, weighing no less 
than 87 lbs., successfully removed under this method of local anesthesia. 

The affections of the peritoneum and cellular tissue, and inflammations of the 
uterus, are treated of fully and carefully on the lines usually adopted in gynecological 
text-books. 

More originality is shown in the chapters on the Displacements and Injuries of 
the Pelvic Floor, and on Displacements of the Uterus. The illustrations here are 
excellent, and should prove of great value to the student, while the description of the 
various operations is very complete and lucid. 

In connection with fibro-myoma of the uterus it is to be noted that the author 
favours the operation of abdominal pan-hysterectomy, having adopted this procedure 
in 92 per cent. of his abdominal hysterectomies. 

He very rightly insists on the preservation of the ovaries in all cases of operation 
for fibroids where this is possible. We miss any reference to the necessary variations 
of the operation in those difficult cases where the fibroid extends into the broad liga- 
ment or is largely cervical. Otherwise this section of the work is very good. 

The chapter on Ectopic Gestation gives one of the best and most complete ac- 
counts of this important subject that we have read. Dr. Webster’s name is well 
known for the valuable contributions he has made to its literature, and we are glad 
to have such an excellent summary from such an authority. 

The chapter on Enteroptosis may seem out of place in a gynecological manual, 
but, according to the author, one of the chief factors in its production is a stretching 
and want of tonicity of the abdominal wall. For the cure of this a special operation 
is described. 

The final chapter, on Sterility, is short and “scrappy.” The opening sentence, 
“Pregnancy should not be allowed until a year has elapsed,” is rather startling, but 
obviously it has got misplaced and has reference to the operation described in the 
previous chapter for the cure of enteroptosis. 

The work as a whole will, we are sure, rank among the very best of the many 
gynecological manuals that have appeared in recent years both at home and abroad. 
It forms an excellent text-book for the student, a safe guide for the general prac- 
titioner, and a most valuable work of reference for the specialist. 

Wittram Forpyce. 
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ANATOMIE UND AUTIOLOGIE DER GENITALPROLAPSE BEIM WEIBE (The Anatomy and 
Etiology of Genital Prolapse in Women). Von Dr. Joseph Halban, Privat- 
Dozent fiir Geburtshilfe und Gyniakologie, und Professor Dr. Julius Tandler, 
Prosektor der I. Anatomischen Lehrkanzel in Wien, mit 60 Tafeln und 44 
Figuren im Texte. Aus dem I. Anatomischen Institute in Wien. Wien und 
Leipzig. Wilhelm Braumiiller, 1907. Pp. 273. Price 15s., postage 5d. 

The authors of the Zopographie des weiblichen Ureters, once more working to- 
gether, have produced a standard treatise on a more purely and far more intricate 
gynecological subject. We need hardly say that, being a product of the University 
of Vienna, it is from the bibliological and artistic standpoint a book of the highest 
class, and that being prepared by Halban and Tandler, it is a scientific monograph of 
the greatest value. 

It is instructive to compare the authors’ conclusions with those enunciated in 
another publication of great weight in medical literature, Kelly and Noble’s 
Gynecology and Abdominal Surgery, which also has made its appearance in the course 
of the past spring. Dr. Charles P. Noble teaches that for practical purposes prolapse 
of the uterus or hernia of the pelvic contents may be divided into cases due to four 
causes. The first is excessive abdominal pressure, the second increased weight of the 
uterus or other pelvic contents, the third relaxation of the normal supports of the 
uterus or other pelvic contents, and the fourth cause is injury of the perineum or 
sacral segment of the pelvic floor. Noble concludes with the important statement 
that, as a matter of fact, almost all the cases are caused by the last factor. 

Such is the teaching of a practical gynecologist of the highest repute. Halban 
and Tandler adopt a different classification and hold other opinions concerning 
xtiology. They divide displacements of the female organs into four groups, namely, 
descent of the uterus, hernia of the genital hiatus, subsidence of the pelvic floor, and 
lastly, rectocele. By these final words it will be seen that the authors are in agree- 
ment with most living writers in setting hernia of the rectum apart from other forms 
of prolapse. They rank it as an independent hernia. The authors insist that their 
classification is based on the anatomical and functional relations of the muscular 
floor of the pelvis, and lay great stress on pressure whether from above or from pelvic 
structures anterior or posterior to the uterus and vagina. Halban and Tandler 
demonstrate their teaching with the aid of the fine anatomical plates which adorn 
their treatise. To look at one plate and then to read with care the full description 
of its lettering is a lesson in itself. Comparison of some of the drawings is yet more 
instructive. Let the reader, for instance, inspect Plate II., which shows the rela- 
tions of the normal obturator internus and levator ani, and compare it with Plate XII., 
where the levator is shown dragged upon and hampered by the prolapsed uterus and 
vagina, the arcus tendineus being almost effaced. Again, turning to views of the 
pelvis from above the brim, the reader may see, in Plate XXXIV., a fine dissection of 
a total prolapse, and the next plate, taken from the same preparation after reduction 
of the prolapse displays the consequent alteration in the relations of the reduced 
organs. Plate XXXVI. demonstrates with great clearness how a prolapse drags on 
the pelvic vessels and the ureter. The traction extends far above the uterine, vaginal 
and hemorrhoidal arteries and veins, affecting the internal iliacs themselves. These 
facts must be remembered by general physicians and surgeons who often hold too 
lightly the subjective symptoms about which women with prolapse are wont to 
complain. These pains are not “all fancy” or “merely neurotic.” We see in Halban 
and Tandler’s plates much that may account for them. On the other hand the 
enthusiastic operator will hardly find evidence likely to support and justify his 
method to the exclusion of those advanced by others. Another agent in promoting or 
aggravating prolapse, abnormal deepening of Douglas’s pouch and of the space between 
the bladder and uterus, is demonstrated in several plates with great clearness. 
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The study of the text and pictorial department of this treatise will teach us that 
the factors in prolapse are multiple and complex, far too much so to be overcome or 
neutralized by any one method known to plastic surgery. At the same time we see 
that the authors regard a prolapse as a true disease which demands relief as a cause 
of serious complications. The exclusively scientific character of this work is its chief 
merit. The authors deserve commendation mainly for their industry in searching 
out the normal and abnormal relations of the pelvic viscera and in demonstrating 
those relations by the aid of high-class samples of the dissector’s art. Professors 
Halban and Tandler do not claim to have made brilliant discoveries of factors in 
pelvic disease hitherto unheard of. They have undertaken a treatise on prolapse, and 
they have done their task well. The Anatomie und tiologie der Genitalprolapse 
is a standard work. The gynecologist, as well as the teacher and the student, will 
do wisely to study it and to suspend his judgement as to the value of pessaries 
and plastic procedures until, with the aid of his own clinical experience, he has 
mastered its contents. 


OvurLines oF THE DiszasEs oF WomeN. By John Phillips, M.A., M.D. Fourth 
edition. Messrs. Charles Griffin & Co., 1906. Crown 8vo, xiv. +282 pp. Price 
7s. 6d. 


The science and art of gynecology have for some years been rapidly passing from 
the hands of the gynecological physician into the hands of the gynecological surgeon. 
The more gynecology is studied from the surgical aspect, the more one becomes con- 
vinced that the many pelvic symptoms of which women complain and which have 
been ascribed by the gynecological physician to such conditions as ovarian neuralgia, 
cystic or prolapsed ovaries, lacerated cervix, endocervicitis, small erosions of the 
cervix, anteflexions and anteversions, congenital retroversions, slight uterine prolapse, 
aching or movable kidneys, etc., etc., are in reality not due to these conditions at all, 
but to a weak nervous or mental condition on the part of the patient. Any local 
treatment of these supposed physical defects only aggravates the weak mental or 
nervous condition, and helps to swell the great army of hypochondriacs, melancholics 
and chronic invalids, who congregate in such large numbers at favourite watering 
places or health resorts. 

We are glad to notice that, in his “ Outlines of the Diseases of Women,” Dr. John 
Phillips states that local treatment in some of the above conditions often does more ° 
harm than good. 

Although this little manual is chiefly written from the medical aspect of 
gynecology, yet it has several points which recommend it. It is not overburdened 
with a description of successful cases treated by the author. It gives a short and 
concise description of all the different gynecological diseases and conditions, and is a 
book easily read. 

There are several points in it to which exception may be taken. For instance the 
author seems to favour the left lateral decubitus, instead of the dorsal, for pelvic 
examination. 

With regard to instruments: no fewer than four pages are devoted to the uterine 
sound, an instrument which in another generation will only be found in museums, as 
its use is entirely due to incompetence at bimanual examination. Fergusson’s speculum 
“made of silvered glass and covered with vulcanite” is one of the best means of 
transferring the gonococcus from one patient to another, as it is impossible to boil it 
or to sterilize it properly. Why not have Fergusson’s speculum made of nickel or 
silver-plated metal, so that it could be boiled before and after use in every case? 

The use of Paquelin’s cautery and silver-wire sutures for soft structures reminds 
one of the pre-antiseptic age, and we quite thought that as a means of opening a 


hematoma or of treating a sessile sub-mucous myoma Paquelin’s cautery had now 
been entirely superseded. 
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The most useful form of pessary—the Albert Smith, sometimes known as the 
Smith-Hodge—is not mentioned. The rubber pessary, which is so objectionable on 
account of the facility with which it causes a foul or purulent discharge, is, we regret 
to say, recommended for various conditions. 

A pessary is recommended for anteversion, a condition which does not cause 
symptoms. Even if it did, the physical effect of this pessary would be absolutely nil, 
owing to the relation of the ever filling and emptying bladder to the fundus of the 
uterus. 

Frequent vaginal douching with astringent lotions is not mentioned as one of 
the causes of vaginitis, though it is one of the commonest. Vaginal douching 
becomes a pernicious habit in some patients, and is undoubtedly bad for them 
mentally, morally and physically. A patient should not be told to douche herself 
unless she is suffering from some gross lesion, such as sloughing malignant disease or 
purulent gonorrheal vaginitis. 

We think that it is highly inadvisable to recommend young girls to take hot gin 
and water for dysmenorrhea. 

The removal of the ovaries for the treatment of uterine fibro-myomata is about the 
most unsuccessful operation we know of. Not only does it almost invariably fail to 
relieve the symptoms caused by the fibromyomata, but it actually causes all the 
distressing phenomena associated with an artificial menopause and usually converts 
the patient into a hopelessly incurable invalid. The removal of healthy ovaries for 
any cause except mammary carcinoma and osteomalacia is unjustifiable mutilation. 

We much regret that the author has dismissed the consideration of the “ Neurotic 
affections peculiar to women” in three pages. arnt 


A Course or LecturEs TO MIDWIVEs AND MaTeRNity Nurses. By W. E. Fothergill, 

M.A., B.Sc., M.D., Lecturer in Obstetrics, Victoria University of Manchester ; 
Hon. Assistant Gynecologist, the St. Mary’s Hospitals and the Northern 
Hospital, Manchester; Examiner to the Central Midwives Board. Edinburgh 
and London : William Green and Sons, 1907. Price 4s. 6d. net, 


Dr. Fothergill has added yet one more to the already long list of manuals of 
midwifery for pupil midwives and maternity nurses. His book is in the form of 
lectures and is divided into two parts. The first part deals with normal pregnancy 
and labour in all their phenomena, emphasizing as the attendant’s chief duty the 
protecting of the patient from the dangers of puerperal fever. The second part 
describes the abnormal conditions that may ensue and how to recognize them, and 
urges the necessity for calling in medical assistance in all cases in which health and 
life are in danger, whether owing to disease, to personal peculiarity, or to accidental 
circumstances. 

Dr. Fothergill’s book is very plainly and simply written; the different facts 
are made intelligible and explanations of these facts are given. The methods 
recommended to be adopted by the midwife are what may rightly be considered 
within the scope of her work. Her duties are well differentiated from those of the 
medical practitioner, and only in the most serious cases of post partum hemorrhage 
is she told to carry out a manipulation that requires special skill and knowledge. 

In connexion with the chief duties of the midwife, the aseptic principle and the 
ease with which infection may come from hands, appliances, and the patient’s skin are 
duly explained. “Hands that have been washed in soap and water are called clean, 
but they are not free from germs, or aseptic. To render them aseptic they must be 
soaked in an antiseptic lotion.” It would have been better to insist that the hands 
should be scrubbed with a sterilized nail brush and soap in hot water for a period 
of at least five minutes; neither the sterilized condition of the brush nor the hot 
water is mentioned, nor is a minimum time stated in which hands conscientiously 
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scrubbed can be considered clean apart from the subsequent soaking in some antiseptic 
lotion. The essential part must, after all, be the thorough scrubbing with soap and 
a clean nail brush in hot water. 


The anatomy of the pelvis, foetal skull, and external and internal genital organs 
is shortly but quite adequately described. 

In the management of pregnancy the midwife is well instructed in the treatment 
of constipation, a matter of considerable importance to the well-being of the patient. 

The clinical picture of labour as observed at the bedside is arranged in the order 
of events. 

The chapter on delay in labour is arranged into delay occurring during the first 
stage and that occuring during the second stage, and each of these in vertex and in 
breech presentations. The midwife is not instructed in the treatment of uterine 
inertia, primary or secondary, or in the lines on which treatment is based, beyond 
being told that in the former the uterus is lazy and in the latter tired; and she is 
not informed when and why a doctor is needed. Dr. Fothergill does not mention 
chloral or other drug as being useful in secondary uterine inertia. It may not be 
advisable to place these drugs in the hands of midwives, but at the same time they 
should be instructed not only in the differential diagnosis of the two conditions but 
also in the different lines of treatment usually adopted. Dr. Fothergill mentions that 
while a midwife is not expected to recognize the exact causes of delay in labour, she 
ought to know when labour is merely lingering and when it is obstructed, because, as 
he says, while there is no immediate danger to the patient in slow labour there is every 
reason for securing the help of a medical practitioner at an early stage in obstructed 
labour. 

In the chapter on the complications of labour two diagrams are given showing 
clearly the genu-pectoral position to be more effective than the knee-elbow position in 
the treatment of prolapse of the cord, in the passing of the catheter during the 
second stage of labour, and in raising a retroverted gravid uterus. 

In the resuscitation of the asphyxiated infant, Silvester’s * and Schultze’s methods 
are described, but the method of Dr. Buist, of Dundee, is the one recommended. 

The treatment of post partum hemorrhage is fully dealt with, and while the hot 
vaginal douche and the bimanual compression of the uterus are both described and 
their relative merits discussed, as a practical measure for the attending midwife 
Dr. Fothergill favours the entirely external treatment by compression of the aorta at 
a point a little above the umbilicus. He prefers it to any internal manipulation for 
the following reasons :—1. That the midwife, being alone, and having to handle septic 
clothes, etc., should not be called upon to pass her hand (which cannot but be septic) 
into the vagina. 2. That the external treatment is certain in its effect. 3. That it is 
quickly applied. 4. That it requires no instruments. 5. That it is easier than 
bimanual compression. 

On the subject of puerperal fever no distinction is made between sapremia and 
septicemia, and the term blood poisoning, which is spoken of with special approval, 
is employed. No treatment is mentioned for dealing with a case of infection, it being 
left in the hands of the medical practitioner called in. The other causes of post 
partum rise of temperature are cited, and suitable remedies are mentioned for 
treating the most common one, viz., constipation. 

The work is well illustrated, many of the drawings being original. The descrip- 
tive notes to each illustration are clear. A useful feature is the summary of the 
subject matter inserted at the end of each chapter. 


The book is distinctly a good one and well adapted for the purpose for which it is 
intended. 


* Usually, but erroneously, spelt “ Sylvester.” 
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INTERNATIONAL CuINnIcs. Seventeenth series, 1907. Vol. ii., large octavo, pp. viii., 


312, with numerous plates (coloured and uncoloured). Philadelphia and London : 
J. B. Lippincott Company, 1907. 


This volume, in its contents and appearance, is worthy of its predecessors, and its 
international character is maintained inasmuch as out of the twenty-five articles on 
various subjects three are from French and five from British authors. Dr. Rufus I. 
Cole, of the Johns Hopkins Hospital, writes hopefully on the Vaccine Treatment of 
Infectious Diseases; Dr. Bertram Abraham of the Westminster Hospital insists on the 
benefits to be derived from prophylactic and therapeutic measures in dealing with 
rheumatism and its cardiac complications; Dr. Jean Darde] describes the methods of 
treatment at Aix-les-bains; Dr. John Madison Taylor discusses the management of 
exhaustion states in men; Dr. George Dock, of Ann Arbor, advocates laparotomy 
rather than paracentesis for ascites; and Prof. Dieulafoy contributes a clinical lecture 
on Paralysis of the Oculomotor Nerves in Diabetes. Dr. Charles Greene Cumston 
contributes a remarkable article on Surgical Syphilis, especially in connexion with 
hepatic syphiloma, with a particularly well executed plate of multiple hepatic 
gummata,; and there are also some papers on obstetrics and gynecology of which 
short abstracts will be found in our next month’s review of current literature. 


